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“Target action” in 
Vallestril® therapy 


Vallestril is described as having “‘target ac- 
tion” because it provides potent estrogenic 
activity only in certain organs. 

Vallestril combines a potent action on the 
vaginal mucosa with minimal effect on the 
uterus or endometrium. 

This distinctive, selective action helps ex- 
plain the unusually low incidence of with- 
drawal bleeding as reported in recent carefully 
controlled studies. For this reason alone, 
Vallestril is preferentially indicated in the 
therapy of the menopausal syndrome. 

Vallestril “‘quickly controls! menopausal 
symptoms, .... The beneficial effect of the 


medication appeared within three or four 
days in most menopausal patients. There is 
also evidence that the patient can be main- 
tained in an asymptomatic state by a small 
daily dose, once the menopausal symptoms 
are controlled.” 

The dosage in menopause is one tablet (3 
mg.) two or three times daily for two or three 


’ weeks; then reduced to one or two tablets 


daily as long as required. 


1Sturnick, M. I., and Gargill, S. L.: Clinical Assay 
of a New Synthetic Estrogen: Vallestril, New Eng- 
land J. Med. 247:829 (Nov. 27) 1952. 
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Life can be well worth living in the later years, especially if due regard 
is given to the altered requirements of the aging patient. 
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The Present Status of Vagotomy 


Lester R. Dragstedt, M.D., Ph.D. 
Chicago 


The present status of vagotomy in the treat- 
nent of duodenal ulcer is one of active contro- 
versy. There are those who affirm with emotional 
fervor that the operation is without value. At the 
other end of the spectrum are the surgeons and 
physicians at the University of Chicago Clinics, 
where this operation has practically replaced sub- 
total gastric resection in the surgical treatment 
of duodenal ulcer. We prefer vagotomy with 
posterior gastroenterostomy to sub-total gastric 
resection for the treatment of duodenal ulcer, 
because the operative mortality is approximately 
one-tenth as great, and the percentage of failures 
is about the same as is secured with a three- 
fourths resection of the stomach. The patients 
who get a good result with vagotomy and gas- 
troenterostomy sare more nearly normal than 
are those whose ulcers are cured by sub-total 
gastric resection. This is due to the fact that 
the storage function of the stomach has been 
preserved. 

As I reflect on this wide divergence of opinion 
among good surgeons in this country and abroad, 
it seems to me that the reasons can be grouped 
under four general categories. In the first place 
I am impressed with the fact that surgeons who 
have not secured good results from the operation 
almost uniformly describe their procedure as a 
subdiaphragmatic vagotomy. On the other hand 
those of us who have continued from the begin- 
ning to report good results, invariably describe 


From The Department of Surgery of the University 
of Chicago. Presented before the General Assembly, 
113th Annual Meeting, Illinois State Medical Society, 
Chicago, May 20, 1953. 
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it as a supradiaphragmatic section of the vagus 
nerves. Why should there be a difference when 
the operation is performed at these two sites. 
It depends, I believe, on the fact that to elimi- 
nate the nervous phase of gastric secretion, all 
or practically all of the vagus fibers innervating 
the stomach must be divided. It is difficult or 
impossible to cut all of the vagus fibers to the 
stomach if these nerves are attacked below the 
diaphragm or on the wall of the stomach. In our 
series it has been possible to secure a complete 
vagotomy only when the vagus fibers have been 
divided at the region of the lower esophagus, 
and before they have branched into the wall of 
the stomach. 

I usually employ a high mid-line or left para- 
median incision. It is important to get good ex- 
posure, and in some patients it may be necessary 
to excise the xiphoid cartilage as Saint recom- 
mends. The suspensory ligament to the left lobe 
of the liver is then divided, the lobe pulled over 
to the right and held in place with a spring re- 
tractor. This maneuver exposes the upper part 
of the stomach, and the Levine tube may be 
palpated in the esophagus. The diaphragm, about 
1 em. over the middle of the esophageal hiatus, 
is picked up with forceps, opened with a small 
incision, and the scissors thrust upward into the 
mediastinum. By spreading the scissors the open- 
ing in the diaphragm may be made large enough 
to admit two fingers. The index finger is then 
introduced into the mediastinum over the 
esophagus, and the esophagus is very carefully 
separated from surrounding areolar tissue. In 
this separation it is of the greatest importance 
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that the surgeon does not insinuate his finger 
between the vagus fibers and the esophagus. With 
a sweeping motion of the index and middle 
finger, the vagus fibers are picked up with the 
esophagus and pulled downward into the abdo- 
men. The anterior vagus trunks then come into 
view on the anterior wall of the lower portion 
of the esophagus, and the posterior trunk is 
readily felt against the posterior wall of the 
esophagus. I make use of finger dissection be- 
cause palpation helps the surgeon very materially 
in finding these nerves. In this connection, ex- 
perience at the autopsy table will be found very 
rewarding. The main nerve trunks are clamped 
as high as possible, ligated with non-absorbable 
suture material, and a segment 2 to 4 cm. in 
length excised. The esophagus then comes down- 
ward more readily, and with a pair of forceps 
all fibrous stands, blood vessels, or bits of fascia 
that look or feel like a nerve fiber are picked off. 
When the operation is finished the lower two 
inches of the esophagus within the chest presents 
only the denuded, longitudinal muscle bands. 


A second cause for difference of opinion de- 
pends upon the selection of cases. When the op- 
eration was first introduced in our clinic I em- 
ployed it as a substitute for sub-total resection 
on all patients with ulcer disease. who were re- 
ferred for surgical treatment. I believe, however, 
that a selection of cases suitable for this opera- 
tion is both possible and wise. Gastric ulcers and 
actively bleeding ulcers should be treated by 
resection. Vagotomy and gastroenterostomy is 
most successful in the treatment of duodenal 
ulcer that has proved resistant to medical man- 
agement, or in patients who present the usual 
criteria indicating surgical intervention for this 
disease. The great majority of the 870 patients 
who have had vagotomy and gastroenterostomy 
in this clinic, have been operated upon because 
they were unwilling or unable to carry out an 
adequate type of medical management. They 
wanted to be free of the self-denial that such 
management requires. 


Measurements of the fasting nocturnal gastric 
secretion has proved of great value in the selec- 
tion of patients for surgery, and in postoperative 
management. The patient is usually given a 
liquid diet for 24 hours to make sure there is 
no solid material in the stomach. A flexible rub- 
ber tube is introduced through the nose at 9:00 
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p.m., the stomach is emptied and the sample 
discarded. Constant suction is then maintained 
from 9:00 in the evening until 9:00 the next 
morning. During this time the patient is shielded 
from the sight, odor and taste of food, and since 
there is no food in the upper gastrointestinal 
tract the usual physiological stimuli for gastric 
secretion are absent. The total volume aspirated 
is measured, and the free acid concentration de- 
termined. If the concentration of free acid is 
expressed in clinical units, and the volume in 
liters, the product of the two gives the output 
of free hydrochloric acid expressed in millic- 
quivalents. Under these circumstances the fast- 
ing nocturnal gastric secretion for normal people 
averages 18 mEq. Duodenal ulcer patients, how- 
ever, put out an average of 60 mEq.. or more 
than 3 times as much. It is of considerable in- 
terest that gastric ulcer patients put out about 
the same amount of free HCl as is found in 


.normal people. 


A quantitative measurement o the free HCE 
output in the fasting nocturnal secretion is very 
helpful in selecting patients for vagotomy. For 
instance, recently a physician consulted me with 
respect to the advisability of surgical treatment 
for his duodenal ulcer. He had not had an ade- 
quate trial with medical management. On meas- 
uring his night secretion I found that he put 
out not 18 but 358 mEq. of HCl. In view of this 
enormous nocturnal secretion, I concluded that 
it was unlikely that any kind of neutralization 
regime that he could tolerate would be effective. 
A surgical procedure, either vagotomy or resec- 
tion, would be required to reduce this excessive 
secretion. The beneficial affect of vagotomy is 
largely due to removal of the nervous phase of 
gastric secretion. After these nerves have been 
completely divided, the nocturnal secretion falls 
to below the normal level. 


Elimination of the nervous phase of gastric 
secretion is accomplished by cutting the secre- 
tory nerves in the vagus trunks. At the present 
time this cannot be done without at the same 
time cutting the motor fibers. Because of this 
fact it is always necessary to combine the vago- 
tomy operation with a posterior gastroenteros- 
tomy of small size, so that when the operation 
is finished the opening between the stomach and 
the jejunum is not larger that would admit one 
finger. A larger anastomosis is apt to lead to the 
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dumping syndrome in some patients. It is of the 
greatest importance to place the anastomosis in 
cr very near to the antrum of the stomach. A 
igh-lying gastroenterostomy may result in the 
-tasis of food in the antrum, with subsequent 
stimulation of gastric secretion from the hor- 
rione or antrum phase of stimulation. 


It has been our routine practice to place a 
iube in the stomach two days before the con- 
‘emplated operation. In an average case the out- 
ut of free hydrochloric acid in a 12 hour period 
.t night would amount to 60 mEq. A roughly 
-milar figure will be obtained the second night. 
i‘lowever, on the night before operation, the 
jatient may put out 90 mEq. of free HCl. The 
iension concerned with the anticipated surgical 
;rocedure seems to express itself in an exag- 
gerated secretion of gastric juice. The tube is 
left in place in the stomach for 5 days after the 
\agotomy and posterior gastroenterostomy has 
been performed. During this period, nightly de- 
terminations of the output of acid are made. 
In an average case the acid output falls to 5 mEq. 
or less the first night, and may remain at this 
low level on the second and third night, and 
rise to 8 or 9 mEq. on the fourth determination. 
A final determination of the nocturnal secretion 
is made on the tenth day just before the patient 
leaves the hospital. A re-check of the nocturnal 
secretion is made after an interval of 3 to 6 
months after the operation, and if at this time 
the output of free HCl acid is below the level 
found in normal people we feel confident that 
the patient wilk get a good result and will have 
no further trouble with ulcer disease. On the 
other hand if we have failed to get a complete 
vagotomy, the night secretion may have been 
reduced to the normal level for the first night 
after the operation, but very promptly 
thereafter returns toward the amount put out 
before the operation was performed. Such a 
patient will give a positive response to insulin 


hypoglycemia, indicating that all of the vagus 
branches have not been divided. The secretory 
response of the stomach to insulin hypoglycemia 
has been abandoned as a routine test in favor 
of quantitative measurement of the nocturnal 
gastric secretion, as this latter test has been 
found to be of greater practical value. Decom- 
pression of the stomach for 5 or 6 days following 
operation, usually permits the return of suffi- 
cient tone and motility to allow for satisfactory 
emptying in the presence of the gastroenteros- 
tomy. After the decompression period, the patient 
is permitted to take 30 c.c. of water per hour, 
and at the end of the day the stomach is aspi- 
rated. If no more than 100 c.c. of fluid is ob- 
tained, 60 c.c. of water per hour is given the 
next day. If again the emptying of the stomach 
is satisfactory, he is permitted a small amount 
of semi-solid food. Increments are made depend- 
ing entirely upon satisfactory emptying of the 
stomach. In our experience this type of manage- 
ment has very largely eliminated stasis in the 
stomach, attacks of belching and episodic di- 
arrhea. 

I advocate this operation because it is sound 
from the standpoint of the abnormal physiology 
found in duodenal ulcer patients. Many thous- 
ands of such patients are now living in comfort, 
and free of ulcer disease as a result of vagotomy 
and gastroenterostomy. Much of their comfort 
and ability to gain weight is due, I believe, to 
the fact that. it has not been necessary to sacrifice 
the storage function of the stomach. We are 
doing the operation with more enthusiasm and 
satisfaction now than we did 10 years ago. Our 
experience has served to give us more confidence 
in the procedure. If I had a duodenal ulcer 
myself that proved refractory to medical man- 
agement, I would not have a three-fourths or 
seven-eighths gastric resection unless the more 
conservative operation had failed. 
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The treatment of convulsions in children be- 
comes increasingly difficult as we continue our 
studies of the causes. Investigations into the 
etiology of convulsions especially with the elec- 
troencephalograph make the classification more 
and more detailed and complex as we find more 
etiologic factors. Except for the immediate, 
emergency, symptomatic treatment the selection 
of the proper drug demands as much study and 
discrimination as does the selection of the cor- 
rect antibiotic and electrolyte. The wrong choice 
may not only fail to produce the desired result 
but it may precipitate or aggravate serious and 
even fatal reactions. 

The general practitioner and the pediatrist 
must have a basic understanding and familiarity 
with the more common causes of convulsions be- 
fore they are in positions to prescribe proper 
treatment. At times a most complete study, in- 
cluding expert encephalography, may reveal a 
correct diagnosis for which there may be no 
specific anti-convulsant. Treatment may then 
become a process of trial and error. However, 
when facilities are available and ‘circumstances 
permit the child presented for treatment of 
convulsions must be given a complete study. 
This must always begin with as detailed a family 
history as it is possible to obtain. Inasmuch as 
Lennox,? the Gibbs,? Kimball* and _ others® 
have established the well known clinical fact that 
idiopathic or genetic epilepsy, or a tendency to 
convulsions is an inherited disease just as are 
diabetes, hemophilia, and many others, a knowl- 
edge of a convulsive tendency in the family pro- 
vides a useful basis or lead in the study. Next, 
the past history, particularly of infantile con- 
vulsions, age of onset, time of appearance, type 
and character of seizures yields further infor- 
mation. 

With the increasing specificity of the newer 
drugs, and in some instances, with the antagonis- 
tic effects toward other manifestations or closely 
related components of the same disease entity 
it becomes essential to determine, if possible, the 


Read before the Illinois State Medical Society, May 
20, 1953, Chicago. 
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Treatment of Convulsions 


M. G. Peterman, M.D. 
Milwaukee, Wisconsin 


type and etiology of the convulsive disorder be- 
fore planning treatment. 


DIAGNOSIS 

If we divide childhood into four age period. 
we find that convulsions in the infant under on: 
year of age are usually due to the residual of « 
brain injury at birth. This may be hemorrhage, 
gross or petechial, anoxia, edema, etc. From on: 
to three years of age most of the convulsions are 
associated with fever® or with acute infections. 
From three to ten years the convulsions are due 
to infections or to idiopathic epilepsy. From 
ten to sixteen years of age most convulsions are 
due to epilepsy.” With these conditions in mind 
the physician can make a provisional presumptive 


‘diagnosis and start treatment while he continues 


his study of the case. However, even with a 
classical history and with typical convulsions it 
must be realized that the diagnosis is made on 
subjective evidence. The diagnosis of idiopathic 
or genetic epilepsy is made by exclusion, hence, 
the designation idiopathic.* Even those who 
challenge or reject the term have no substitute 
for the word idiopathic which connotes the whole 
syndrome or disease entity.° If the services of 
a reliable and competent electroencephalographer 
are available they should be utilized for the next 
step in the diagnostic study. If the record is 
positive and specific the diagnosis may then be 
confirmed with objective evidence. It is also 
easier to get complete cooperation and rigid ad- 
herence to a treatment schedule. 


TREATMENT 

There is no panacea or anti-convulsant com- 
pound which is effective in the control of all 
convulsions nor of all manifestations of epilepsy. 
Beware of extravagant claims and exaggerated 
results reported with new drugs, particularly 
those announced in newspapers or introduced in 
popular magazines. The closest approximation 
to a universal, safe anti-convulsant is phenobar- 
bital. For all major seizures at all ages this 
drug should be given first trial in adequate dos- 
age. It is almost a specific in grand mal epile- 
psy. It may be used for diagnostic as well as 
therapeutic trial. If phenobarbital in tolerance 
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<oses as the first drug used does not control the 
major convulsions they are probably not due to 
i liopathic or genetic epilepsy.’° Phenobarbital 
is a safe drug in all ordinary doses and I have 
1 ever seen increased tolerance or habituation in 
caildren. Trade names for this compound, such 
“Luminal”,® “Mebaral”,® ete do not increase 
is effectiveness. In children of all ages with 
1 ajor convulsions phenobarbital is the first drug 
cf choice. In infants and young children the 
crug is best administered as a crushed tablet in 
) ilk, jelly or syrup. The elixir is too sharp and 
| itter unless the taste is disguised. 

If phenobarbital in tolerance dosage is effec- 
t ve but causes drowsiness or stupor, ampheta- 
i \ine may be used to counteract and even com- 
ylement the drug. If phenobarbital in adequate 
cosage does not control the major convulsions in 
iifants and children, Gemonil,® (5-5-diethyl-1-1- 
acid) another barbiturate, 
siould be tried. This drug is an effective anti- 
convulsant which does not have the sedative or 
depressing effect sometimes observed with pheno- 
barbital. 


Major convulsions in infants and young chil- 
dren which resist phenobarbital and Gemonil® 
should be treated with phenacemide (Phen- 
urone.)® This drug introduced in 1948'* is the 
first compound found effective in some of the 
cases of akinetic seizures or nodding spasms in 
infants.1* It is also the first drug found effec- 
tive in psychomotor or psychic equivalent or 
“temporal lobe” epilepsy.7* The widest use, 
however, will bt in the treatment of major con- 
vulsions of organic cause. Phenacemide is a 
toxic compound (phenacetylurea) which occa- 
sionally depresses the bone marrow and damages 
the liver. In older children and in adults it 
may produce psychotic reactions. When phenace- 
mide is used it is absolutely essential that the 
blood count be checked every month, and that 
liver function tests be done whenever there is 
any suggestion of liver damage. I have seen 
only four cases of leukopenia in 175 patients 
treated with phenacemide in a five year period. 
This is a much lower incidence of side reactions 
than that observed with the use of the hydantoin 
compounds. It must be realized that when 
phenobarbital in tolerance dosage fails to control 
seizures that heroic measures may be necessary 
and hazards must be accepted. Repeated major 
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convulsions produce more organic cerebral dam- 
age and deterioration than do anticonvulsant 
drugs. 

The hydantoin compounds, Dilantin-sodium,*® 
Diphentoin,® and Mesantoin,® should be consid- 
ered last in the treatment of chronic recurrent 
convulsions which have not responded to the 
other anticonvulsants. These drugs are apparent- 
ly more effective in adults than I have found 
them to be in children. When they are given 
in effective dosage the hydantoins produce dise- 
quilibrium, vertigo, irreversible hypertrophy of 
the gums in a high percentage of cases. Fatali- 
ties have been reported following the use of these 
compounds. 

When phenobarbital and phenacemide fail I 
prefer to use combinations before resorting to 
the hydantoins. I begin with phenobarbital and 
phenacemide or phenobarbital and amphetamine 
or metharbutal (Gemonil)*® and phenacemide or 
phenacemide and amphetamine. Any or all of 
these combinations may be supplemented with 
the bromides as a last resort. 


TABLE 1 
IMMEDIATE TREATMENT OF CONVULSIONS 
IN CHILDHOOD 


1. Phenobarbital sodium subcutaneously, intramuscu- 
larly, or intravenously every 6 hours until desired 
effect is produced. Continue by mouth. 

. Magnesium sulfate by mouth or by rectum in 50% 
solution, intramuscularly in 25 to 50% solution, or 
intravenously, slowly, in 20 to 25% solution. 

. Paraldehyde by mouth, by rectum, intramuscularly 
or intravenously. 

. Chloral hydrate by mouth or by rectum. 

. Chloroform or vinyl ether by inhalation. 

. Oxygen, when convulsion prolonged. 

. Tribromethanol (avertin®) by rectum. 

. Spinal fluid drainage and air replacement. 
of skull for diagnosis. 

. Thiopenthal (pentothal®) sodium, continuous intra- 
venous drip. 

. Absolute rest for 10 days. 


X-ray 


The immediate treatment of a child in con- 
vulsions is detailed in Table 1. The treatment of 
major convulsions of organic orgigin is listed 
in Table 2. 

The treatment of akinetic seizures or nodding 
spasms, observed most frequently in infants from 
6 months to 3 years of age, should be first at- 
tempted with phenacemide. Contrary to some 
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TABLE 2 
TREATMENT OF MAJOR SEIZURES 


1. Phenobarbital. Increase dose to tolerance if neces- 
sary. 

2. “Gemonil” (5,5-dimethyl-1-methylbarbituric acid) 

3. Phenacemide (Phenurone®™) check blood. 

4. Bromides 


reports I have found these seizures to be resistant 
to treatment and to produce rapid deterioration 
and often death. They should be treated serious- 
ly and intensively. If phenacemide is not ef- 
fective, Gemonil should be tried. The hydantoins 
are then in order. If all anti-convulsants fail 
a pneumoencephalogram should be done for diag- 
nostic as well as therapeutic reasons. 


IDIOPATHIC EPILEPSY 


When the diagnosis of idiopathic or genetic 
epilepsy has been made and organic cerebral 
lesions have been excluded, preferrably with the 
electroencephalograph, it is imperative that the 
type or types:be determined if possible. This is 
essential because some of the anti-convulsants 
are not only highly specific but because they have 
antagonistic actions toward the other components 
of the disease entity. For instance, phenobarbi- 
tal is highly effective in controlling grand mal 
but has absolutely no effect on petit mal seizures. 
Tridione® or Paradoine® will control about ong 
third of the cases of petit mal but they have 
no control of major seizures and may. even pre- 
cipitate them or produce status epilepticus. 
Phenobarbital may aggravate the behavior dis- 
orders in psychomotor epilepsy or in psychic 
equivalents. 


The only treatment which is effective in all 
types or components of epilepsy and which is 
safe and harmless and will not aggravate or 
precipitate any part of the syndromes in the 
ketogenic diet.** This must always be preceded 
by a preliminary period of ten to fourteen days 
of fasting in a hospital. If the fast does not 
control or stop the seizures the diet will not be 
effective and need not be started. If the fast 
becomes effective after four or five days it should 
still be continued for at least ten, better fourteen 
days after which the diet may be started abruptly. 
It consists of 15 Gm of carbohydrate daily, 1 Gm 
of protein per kilo of body weight and the re- 
maining caloric requirement in fat.** The initial 
diet may be calculated on the basis of 33 calories 


per kilo. Further modifications must be made 
to keep the weight near normal for age and 
height. The details have been outlined else- 
where.** The largest series of private patients 
with epilepsy treated the longest time and with 
the best results reported 51% free of seizures 
and 25% much improved. 

If the diet is not practical or possible the man- 
ifestations of the disease syndrome must be 
treated specifically. The child with grand mal 
seizures should be given phenobarbital in ade- 
quate dosage and to the limit of tolerance if 
necessary. The drug should be given every 12, 8 
or 6 hours as necessary to anticipate the seizures. 
If phenobarbital is not effective or if undersirable 
reactions occur, the drug may be replaced with 
metharbutal or Gemonil.® If both of these fail, 
phenacemide or phenurone® should be tried under 
careful supervision. When  anti-Convulsant 
medication is given every 6 or 8 hours the inter- 
vals must not be any greater than that of the 
effectiveness is lost. Investigations are in prog- 
ress to determine the value of enteric coated 
anticonvulsants which may be given at bedtime 
in the hope that the effect will continue until the 
child awakens naturally in the morning. This 
may allow for larger dosage than can be tolerated 
through the day. 

The most effective treatment for petit mal 
epilepsy has proven to be the ketogenic diet. 
About half of the children who start with petit 
mal have a grand mal component and usually 
develop this manifestation later if untreated. 
This also makes the ketogenic diet the treatment 
of choice. It must be realized that what appears 
to be clinically petit mal may be minor manifes- 
tations of major seizures and these may be of 
organic origin. The drug treatment of petit 


TABLE 3 
Diagnosis (Final) Cases 
Cerebral birth injury residual, convulsions ...... 35 
Encephalitis with convulsions a7, 
Brain hemorrhage residual with convulsions ...... 8 


Taken from J. Ped. 41:536 (Nov) 1952 
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mal epilepsy should begin with Tridione (‘Trime- 
thadione). This drug should always be given 
in combination with phenobarbital or Gemonil 
to control or prevent possible grand mal attacks. 
‘he drug may have serious toxic side effects and 
may even be fatal, therefore, the patient should 
lave a blood count in two weeks and monthly 
«fter starting the preparation. If Tridione is 
vot effective, Paradione (paramethadione) may 
le used. If neither of these drugs is effective 
ind particularly if there is reason to suspect 
tnat the petit mal may be of organic origin, 
»henacemide or phenurone may be used with the 
precautions noted above. A new succinimide 
compound “Milontin®”’ has been reported to be 
cifeetive in the treatment of some cases of petit 
1ial and it is being further investigated at this 
time. Thus far no serious toxic effects have 
heen observed following its use. If all of these 
drugs fail, the ketogenic diet must be used as a 
last resort. It must be realized that all of the 
anti-convulsant drugs provide only symptomatic 
treatment and not “cures”. 

The treatment of febrile convulsions which 
usually occur in children under 3 years of age 
consists in the administration of the anti-con- 
vulsants and then hydrotherapy or the use of 
anti-pyretics to control the temperature. These 
convulsions which constitute a separate entity 
except as described elsewhere must be given ser- 
ious consideration and carefully studied, since 
22% of the so-called febrile convulsions are due 
to epilepsy. 

Once the conyulsions are under control without 
serious side reactions the drug or drugs should 
be continued unchanged until the child has been 


entirely free of seizures for at least one year. If 
possible, an electrogram should be obtained to 
detect subclinical activity. 


CONCLUSIONS 
In conclusion, it is advisable to make every 
effort to determine the basic cause of a convul- 
sion before considering treatment. ‘The anti- 
convulsant compound should be selected on the 
basis of the suspected lesion or disorder. The 
drugs of choice may be listed in order 
1. Phenobarbital because of effectiveness and 
safety. 
Metharbutal or Gemonil.® 
Phenacemide or Phenurone.® 
The hydantoins. 
. Bromides. 
411 E. Mason Street 
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Treatment of Prolonged Labor 


Rocco V. Lobraico, Jr., M.D., F.A.C.S. 


Chicago 


The bane of obstetrics is prolonged labor. The 
incidence occurs in two to four per cent of all 
labors, and is defined as true labor persisting 
over 24 hours. It is considered a pathological 
exception in which time is not the healer. Watch- 
ful intelligent expectancy has been the dictum 
but not the solution. It is an entity that pro- 
duces a high incidence of maternal and fetal 
complications. Many hidden obstructing factors 
are discovered late in labor. There is a tendency 
for the obstetrician to express optimism before 
a true knowledge of the circumstances has been 
uncovered. As a result the parturient hopes of 
an early delivery are repeatedly shattered. An 
approach to the patient’s emotional and physical 
well being is presented together with recent medi- 
cal concepts in management. “ 

The most .common complication of labor is 
uterine inertia which may be defined as any de- 
fect in the power, length, or frequency of uterine 
contractions. If the contractions are feeble, 
transient, or infrequent a labor which otherwise 
might have been normal, may continue for days, 
to the discomfort and even exhaustion of the 
patient. 

Recent concepts as to the cause of uterine 
inertia do not differ remarkably from the past. 
Landis’ in his obstetrical treatise published in 
1885 on the management of labor, emphasized 
the irregularities of uterine contraction in pro- 
longed labor was due to altered physiology. With 
the aid of a multi-channel strain gage tokodyna- 
mometer Reynolds? and co-workers® in 1948 re- 
vealed through experimental work on the human 
uterus that there is a gradient of rhythmic con- 
tractions which originates from the fundus of 
the uterus downward into the passive segment 
and cervix. A fault in the mechanism causes a 
dysrhythmia with independent strong contrac- 
tions in the various uterine segments interfering 
with normal retraction of the cervix and descent 
of the fetus. Congenital anomalies such as the 
bicornate uterus will disturb uterine dynamics 
as well as leiomyoma, faulty innervation, debili- 
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tating conditions, and the endocrine disturbances. 

Other factors responsible for prolonged labor 
are: abnormal positions of the uterus, such a: 
anteversion with a pendulous abdomen; polyhy- 
dramnios, malpresentations, generally contracted 
pelvis, anomalies of the cervix and vagina, old 
primigravida, constriction ring, and a ful! 
rectum and bladder. 

Before any treatment of prolonged labor is 
instituted the criteria of true labor as defined 
by Eastman‘ must be fulfilled. There must be 
evidence of progressive effacement and dilatation 
of the cervix despite the poor pains. If a primi- 
gravida with poor pains is less than 3 em dilated 
it is best to consider the case one of false labor 
and give no treatment. The same general rule 
-applies to the multiparae less than 4 cm dilated. 

The treatment of prolonged labor must first 
be prophylactic in the form of instructive prena- 
tal training, early recognition of the condition 
and cooperative attendants in the labor room. 

Prenatal training is directed toward natural 
childbirth. A series of lectures may be attended 
by both the patient and her husband. Exercises 
are taught after the first trimester when the 
danger of abortion has been the greatest and 
the patient has been most uncomfortable from 
nausea and vomiting. Educational films are 
shown from the development of the child to the 
actual delivery in practicing natural control. 
Thus the patient, properly educated, no longer 
fears the unknown and is able to relax, releasing 
tensions psychogenic in origin that impede the 
normal physiology of labor. It therefore elimi- 
nates the artificial means of excessive sedation 
to remove the inhibitions of labor. 

Early signs of prolonged labor may be recog- 
nized by the physician who remains at the bed- 
side palpating uterine contractions. If true 
labor has been in progress for eight hours with 
no change in cervical dilatation of 3 em for the 
primigravida and 4 cm for the multiparae, and 
the contraction interval is over four minutes, of 
only 45 seconds duration with ability to indent 
the uterus with the finger at the acme of con- 
traction prolonged labor should be suspected. 
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An asymmetry of the uterus may reveal itselt 
for the first time with active contraction indicat- 
ing a bicornate or arcuate type of uterus. 
Active treatment is directed by the disclosure 
o the obstructing forces. A sterile vaginal ex- 
a nination at the end of 12 hours aids in evaluat- 
ig the consistency of the cervix and its dilata- 
ton, the condition of the amniotic sac; station 
aid position of the presenting part; amount of 
c put formation and molding; plus a re-evalua- 
ton of the osseous structure including the mid 
y ane. The membranes may be artificially per- 
{ rated at the time of the sterile vaginal if the 
c rvix is dilated to 5 cm and the presenting part 
engaged. Occasionally when in labor rupturing 
tie amniotic sac will release the fluid tension 
aid allow the uterus to relax more effectively 
between contractions. Consequently the uterine 
contractions are more forceful aiding in properly 
cirecting the force in the plane of the birth axis. 


Faulty contractions are frequently the result 
o! a circular constriction ring. Rudolph® de- 
scribes a circular constriction in any portion of 
the uterus which divides it into two parts. The 
segment above the ring is tonic and tender dur- 
ing a uterine contraction. The part below the 
ring is flaccid and neither tender or painful 
during a contraction. It hangs loosely over the 
presenting part. No descent is possible because 
of the viselike grip around the fetus impeding 
its progress. Rupture of the uterus will not 
oceur. A sterile vaginal examination may give 
the first clue when the presenting part does not 
fit snugly agaiwst the cervix. The ring may be 
palpated by intrauterine examination over the 
presenting part. Any attempt at delivery with 
complete dilatation will only irritate the con- 
striction and further entrap the fetus. 

Therapy is directed towards relaxation of the 
constriction ring by amyl nitrite, adrenalin 8 
minims intramuscularly, and finally ether in- 
halations. When the anesthesia or drugs fail to 
relieve the constriction ring and fetal distress 
is marked a cesarean section is required. 

A persistent edematous anterior lip of the 
cervix indicates most likely an occiput posterior. 
The asynclitism in descent interferes with retrac- 
tion of the cervix over the fetal skull. The 
edamatous lip may become impinged against the 
symphysis by inadvised bearing down of the pa- 
tient leading to pressure necrosis and spontane- 
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ous amputation of the anterior lip. The condi- 
tion of the cervix is recognized either on rectal 
of vaginal examination. If the edematous ante- 
ior lip is obstructing progress it is gently pushed 
over the fetal head as the patient experiences a 
contraction. If spontaneous rotation does not 
occur the occiput may deliver as a persistant 
posterior. An arrest in rotation in the absence 
of maternal or fetal distress may be conservative- 
ly managed regardless of the dictum that inter- 
ference is recommended after two hours of sec- 
ond stage. Failure of labor to terminate spon- 
taneously after 4 hours in the second stage will 
lead to first manual rotation and extraction, or 
the Scanzoni Maneuver. 

X-ray pelvimetry with fetal profile should ke 
done after 24 hours of true labor. The mid plane 
of the pelvis, and unsuspected source of inter- 
ference, must be accurately measured. Pelvime- 
try is not only indicated for the primigravida 
but also the multipara in prolonged labor. False 
security is sometimes maintained with the mult- 
para who has delivered small babies previously. 
An unrecognized cephalopelvic disproportion may 
exist in future pregnancies with threatened rup- 
ture of the uterus. 

Infection can be controlled with judicious use 
of antibiotics. Temperatures are recorded every 
four hours. Rectal examinations should be at a 
minimum since they potentially infect the uterus 
by forcing the vaginal flora into the gaping 
cervix. 

Proper fluid balance is essential. The intake 
must be at least 2000 cc over a 24 hour period 
but this is influenced by environmental tempera- 
ture as well as presence of fever which requires 
more fluids to balance the rapid loss. Nourish- 
ment in the form of glucose maintains the nor- 
mal chemical balance in muscular contractions. 

Heavy sedation with morphine after 24 hours 
of labor permits at least four to six hours of rest. 
Morphine derivatives are not adequate for com- 
plete relief. Sedation in milder forms, i.e., 
Meperidine (Demerol), Prisilidine (Nisentil), 
methadone (Dolophine) or the barbiturates af- 
fects an analgesia and a degree of amnesia es- 
sential to the hyperesthetic patient. In normal 
labor sedation has no direct effect on the prog- 
ress, but in faulty labor progress may stop thus 
a geravating an already abnormal condition. Seda- 
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tion also slows the emptying time of the stomach 
interferring with nourishment and fluid balance 
especially if the patient suffers nausea and vomit- 
ing. 

In recent years intravenous oxytoxin (pitocin) 
has been advocated in protracted labor since it 
maintains a constant blood level, is rapidly elimi- 
nated, and can be readily controlled. Extreme 
precaution is emphasized before administration. 
This is a powerful oxytoxic and its abuse has 
been responsible for many tragedies involving 
both mother and infant. Many authorities still 
oppose its use before the birth of the child. 
However, serious hazards in the form of maternal 
exhaustion, intrapartum infection, and traumatic 
operative delivery in advanced uterine inertia 
presents a problem that may be remedied by 
judicious and cautious use of posterior pituitary 
hormone. 

There are definite contra-indications to pito- 
cin, such as, cephalo-pelvic disproportien, con- 
striction ring, fetal distress, grand parity of 
over four children, malpresentations, breech pre- 
sentations and a history of sensitivity to pitocin. 
It should be given only for uterine inertia and 
never before the patient has had adequate rest. 


Pitocin 10 minims is diluted in 1000 ce of 
five per cent dextrose either in saline or distilled 
water and is administered at the fate ef 200 cc 
per hour. The rate of flow is influenced by 
the interval between contractions and duration. 
The initial response may be tetanic contracture 
which requires either stopping the flow or de- 
creasing its rate. Ether inhalation is available 
to relax the uterus if tetany persists longer than 
two to three minutes or there is evidence of fetal 
distress. Once good contractions are established 
the intravenous pitocin is continued since labor 
will again slow up if the oxytoxic is discontinued. 
Even after labor is completed the pitocin must 
be continued to prevent hemorrhage from an 
atonic uterus. If the attempt to stimulate prog- 
ress fails with pitocin after four to six hours no 
further trials are suggested. There is probably 
unrecognized cephalo-pelvic disproportion or 
cervical dystocia. There have been 10 per cent 
failures reported in uterine inertia. The inci- 
dence of cesarean sections and mid forceps ex- 
tractions has been reduced with this regime. 


A vital question now presents itself. How long 
should we permit prolonged labor to continue? 
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The answer may be determined by the condition 
of the mother and infant. If both conditions 
are good, labor may be allowed to continue with 
assistance only when complete dilatation has 
been attained. 

Interference is advised in the presence of 
either maternal or fetal distress and the method 
of delivery must be carefully considered. When 
the patient is a primigravida it is difficult to ac- 
curately estimate fetal size and with no aid 
from previous capabilities the proportions be- 
tween the fetal skull and birth canal must be 
determined. The position of the fetus, estimated 
size, cervical dilatation and station of descent are 
important factors. If vaginal delivery is con- 
templated before complete dilatation Dithrssens 
incisions are done preferably at 8 cm dilatation. 
Manual dilatation leads to uncontrollable lacera- 
tions and is therefore not recommended. The 
type of forceps employed depends upon the skill 
and training of the obstetrician. Damage to 


“both maternal soft parts, and fetus must be 


avoided. If vaginal delivery presents serious 
risk to either mother or fetus a cesarean section 
is performed. Failed forceps have occurred due 
to unrecognized disproportion and labor has been 
successfully terminated with cesarean section. 
The practitioner should not attempt a brutal 
vaginal delivery if he realizes his error in diagno- 
sis. A few attempts at well applied forceps 
should be made and if fetal impaction from mal- 
presentation or bony disproportion is not being 
overcome the safest and wisest procedure is to 
discontinue the attempt at extraction and do a 
cesarean section. Kobak® has shown that a 
cesarean section with our present day antibiotics 
can be performed even in the presence of infec- 
tion. This knowledge has prevented many ob- 
stetrical invalids and salvaged more infants. 


SUMMARY AND CONCLUSIONS 


The obstructing factors are generally recog- 
nized late in protracted labor. The practitioner 
should personally examine the character of uter- 
ine contractions in the early hours of labor and 
outline supportive management. Sterile vaginal 
examinations are performed too infrequently 
resulting in failure to determine the true picture 
of labor. X-ray pelvimetry is incomplete if the 
mid plane measurements are not revealed. 


A careful evaluation of hydration should be 
made. Adequate rest with heavy sedation is 
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preferred. Excessive analgesics may be avoided 
if proper prenatal education is instituted to 
eliminate tension there by maintaining a natural 
control of uterine physiology. 

Intravenous oxytoxin, although hazardous, is 
definitive therapy for uncomplicated uterine in- 
er'ia. Its use for postpartum uterine atonia 
fo!lowing prolonged labor is recommended. 

The choice of interference considers the safety 
of both mother and infant. Brutal vaginal de- 
livery with sacrifice of the fetus is to be con- 
dimned when cesarean section offers the safest 
ajproach. 

30 N. Michigan Ave. 
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Obscure Gastrointestinal Hemorrhage 


Lorin D. Whittaker, M.D. 
Peoria 


Hemorrhage from the gastrointestinal tract, 
either the massive acute or the less severe re- 
current type, follows common patterns made evi- 
dent by a careful history, physical examination, 
and routine laboratory procedures. ‘There re- 
mains, however, a significant number of cases 
with obscure etiology after this study. By defi- 
nition, therefore, obscure gastrointestinal hemor- 
rhage may be described as that hemorrhage not 
defined as to etiology by routine history, physical 
and laboratory, examinations. Various authors 
42,3 have reported hemorrhage of obscure 
origin as follows: Costello, 1.3%; Rivers, 2% ; 
White, 5%; Jankelson, 9%; Crohn, 20%; and 
Shiff, 26.4%. In some of the above series hemor- 
rhages were not reported as obscure until in- 
tensive study and exploration failed to reveal the 
source. Our personal series of gastrointestinal 
hemorrhage reveal. 11% to be of obscure origin 
based on our definition. 

The Preliminary Survey.—A good review of 
the past and present history of the patient pro- 
vides much information. An orderly question 
survey of the gastrointestinal tract is of value. 
Hematemesis almost invariably places the source 
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above the ligament of Treitz and above the 
pylorus if bright red. Massive hemorrhage and 
a history of alcoholism suggests esophageal 


varices as the source. Less severe hematemesis 
and melena associated with loss of weight and 
appetite suggests carcinoma of the stomach. A 
history of known duodenal ulcer with or without 
hemorrhage may be obtained. If a suggestive 
history is associated with vomiting of red to 
coffee ground blood, and with melena a diagnosis 
of bleeding duodenal ulcer seems assured. A 
more massive hematemesis suggests a gastric or 
esophageal lesion rather than duodenal. A 
history of recent mental or physical strain or 
respiratory infection followed by hemorrhage 
strongly suggests a bleeding peptic ulcer. 
Melena suggests bleeding from the upper small 
bowel, generally a duodenal ulcer. Reddish 
brown blood, however, may be seen rectally if 
bleeding from the upper small bowel is severe. 
The physical examination will often give quick 
leads to the diagnosis. The degree of pallor, 
thirst, sweating, vomiting and hypotension give 
a quick index to the extent of the hemorrhage. 
A palpable liver and ascites suggests cirrhosis, 
and evident weight loss suggests carcinoma of 
the stomach. An apparently satisfacory general 
physical condition suggests a duodenal ulcer. 
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Abdominal and rectal examination may demon- 
strate a tumor mass. 

Laboratory studies of this preliminary survey 
include urine, routine blood count, hematocrit 
and prothrombin time. Blood dyscrasias may 
be suggested. 

The above study of the patient takes only a 
few minutes, yet the presumptive diagnosis can 
be established in 75 to 90% of the cases of hemor- 
rhage. Case studies offer confirmation of this. 
Costello® in his study of gastrointestinal hemor- 
rhage reported 57% duodenal and 11% gastric 
ulcer (or 68% peptic ulcer), 8% esophageal 
varices and 4% gastritis. Halligan et al‘ re- 
ported approximately 60% duodenal and 12% 
gastric ulcer (or 72% peptic ulcer) esophageal 
lesion 10 to 20% and malignancy 4%. Jankel- 
son and Segal® estimated 80 to 90% of all upper 
gastrointestinal hemorrhages to arise from peptic 
ulceration. In our series of 226 consecutive 
cases of gastrointestinal hemorrhage we found 
56% duodenal and 12% gastric ulcer (68% 
peptic), 13% carcinoma of the stomach and 8% 
carcinoma of the colon. This leaves 11% as 
representing the more unusual type for which 
further investigation is necessary. 

Further Investigation—How further investi- 
gation is carried out is dependent upon the de- 
gree of hemorrhage. Obviously if the hemor- 
rhage is massive, supportive and replacemertt 
treatment has been started at once and is con- 
tinued as necessary. If the bleeding is less 
severe a more deliberate approach is possible. 


The keystone of further investigation is the 
x-ray examination. The x-ray examination 
along with the preliminary survey will reveal the 
lesion in approximately 90% of the cases. There 
exists some differences as to when x-ray studies 
should be carried out. Some writers® urge im- 
mediate x-ray and esophagogastroscopy and 
others prefer to await cessation of hemorrhage. 
Our attitude has been to support the patient 
until bleeding has been arrested for seven to ten 
days. We feel that x-ray examination during 
active bleeding increases the burden of control. 
The early insecure clot that blocks the bleeding 
vessel may be dislodged by manipulation during 
early x-ray examination. Furthermore, edema 
about an ulcer or clot within the crater may 
prevent visualization of the ulcer by early x-ray 
examination. 
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‘The same attitude pertains to esophagogastros- 
copy with certain reservations relative to per- 
sistent massive bleeding. If the preliminary 
survey suggests bleeding from esophageal varices 
associated with cirrhosis we order at once a 
bromsulfaline liver function test. If we find 
25 to 50% retention after 15 minutes we may 
assume our preliminary suggestion is correct. 
If bleeding has subsided we delay several days 
for further examination. If vomiting of blood 
is severe and persistent we may advise immediate 
esophagogastroscopy. If bleeding varices are 
found tamponage by the two bag method may 
be instituted as a life saving method. Treat- 
ment must not be compromised by delay in diag- 
nosis. Based on our preliminary survey, treat- 
ment is instituted and carried out as is indicated. 

This first x-ray examination may not reveal 
a lesion. The patient may have returned to well 
being and may never bleed again. We must, 
however, exhaust all means to uncover the cause 

‘of these obscure gastrointestinal hemorrhages. 

Repeat x-ray studies using special techniques 
is the next step. Careful search of the stomach 
must be made for small tumors, polyps, hyper- 
trophic or atrophic gastritis, para-esophageal 
hernia and other lesions. Since 60% of gastro- 
intestinal hemorrhage is from duodenal ulcer 
the duodenum must be carefully studied, using 
all the various positional, manipulative and 
barium swallow techniques at the command of 
the roentgenologist. Superficial ulcers particular- 
ly of the posterior duodenal wall, filling defects 
of small tumors, irritability of duodenitis and 
other lesions may be noted. Careful serial 
studies must then be carried out on the small 
bowel for tumor, diverticulum, granuloma, and 
other lesions. If red or reddish brown blood is 
noted rectally the same careful study of the colon 
must be made following careful proctoscopy. 

Esophagogastroscopy is indicated if negative 
reports are given by the roetengologist. Gas- 
tritis, superficial ulceration, varices of the 
esophagus or cardiac stomach may be noted 
among other lesions. 

By this time we have conducted a preliminary 
survey by history, physical and laboratory exami- 
nations, a preliminary x-ray examination after 
a few days and later a careful deliberate re- 
examination by x-ray, esophagogastroscopy and 
proctoscopy. If the source of the hemorrhage 
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is not now disclosed, and particularly if this is 
the patient’s first hemorrhage, we are inclined to 
piace the patient on an ambulatory ulcer type 
det for a few weeks and await further activity. 
Several of these patients will not further bleed 
aid we do not pursue the study further. 

If a second episode of bleeding occurs the 
s me studies are repeated. If no negative re- 
ports are obtained exploration is considered and 
p obably advised. 


We have assumed that the bleeding has sub- 
sded. If the hemorrhage does not promptly 
s ibside, is massive and no help is obtained from 
tie preliminary survey, exploration is justified. 
I should not be delayed too long. Even if 
ivitially severe, the majority of hemorrhages 
vill however subside and permit of more defini- 
t ve study. In this regard we have not been in- 
yressed with the “change in prognosis after 45” 
rule. We have not had much success allowing 
various diets during bleeding. Cessation of 
bleeding often will prompty follow the omitting 
oi all oral feedings, water and medication. The 
maintenance of blood volume is of primary im- 
portance. Prolonged hypotension leads to severe 
anoxemia with resultant serious changes in vital 
organs including the brain and medullary 
centers. These changes may be irreversible. 
Kidney failure even to aliguria may follow. 
The adrenals will be injured by prolonged an- 
oxemia. 

The exploratory examination at operation must 
be thorough. An adequate incision is essential. 
The esophageal shiatus, stomach, duodenum, the 
small and then the large bowel are carefully 
examined by palpation and visualization. Care- 
ful attention must be given to the biliary tract, 
pancreas and vascular mesentery of the bowel. 
The stomach or duodenum must be opened if 
blood is seen therein and opened adequately to 
thoroughly visualize the entire lining if this 
be necessary. The same attack pertains to the 
rest of the bowel. The biliary tract and the 
pancreas must be visualized adequately to de- 
termine if blood is present within the ducts or 
organs. Few cases of active bleeding will escape 
this search. 

If exploration is performed after all bleeding 
has stopped, the same principles of detailed 
search must be observed. The stomach or bowel 
must be opened and adequately explored if 
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indicated. Subtotal gastric resection has been 
advised by several authors’* when exploration 
during an interval bleeding phase fails to re- 
veal the lesion. Case reports of unsuspected 
superficial erosions found within the resected 
specimens are recorded. Successful control of 
recurrent hemorrhage has been reported even 
though the stomach appeared normal at explora- 
tion. However, many of these so-called blind 
erosion and similar lesions will be revealed by 
inspection through an adequate generous gastros- 
tomy. Formidable gastrectomy must not be 
entered into lightly in the absence of an evident 
lesion. 

Examples of Obscure Gastrointestinal Hemor- 
rhage.—If we can have an organized approach 
to the problems of obscure gastrointestinal bleed- 
ing and an awareness of possible lesions, we will 
be able to approach the management and treat- 
ment of such cases more successfully. Table 1 
is a compilation of some of the more commonly 
reported cases® from the literature. I have noted 

TABLE 1 
OBSCURE GASTROINTESTINAL HEMOR- 
RHAGE 
EXAMPLES FROM LITERATURE 
Gastric 

Leiomyoma 

Sarcoma 

Fundus Varices 

Gastritis 

Diaphragmatic Hernia 
Intestinal 

Meckel’s Diverticulum 

Inflammatory Granulomas 

Specific Ulcerations 

Polyps 

Diverticulosis 

Rendu-Osler Disease 
Biliary Tract 

Erosion of Cystic Artery 

Trauma to Liver 

Carcinoma 
Others 

Carcinoma of Pancreas 

Aneurysm of Aorta 

Leukemia 

Purpura 

Hypertension 

Arteriosclerosis 

Psychogenic 


S- 
2S 
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TABLE 2 
OBSCURE GASTROINTESTINAL HEMOR- 
RHAGE 
EXAMPLES FROM WHITTAKER-HART 
SERIES 


Fundic Stomach Erosions 
Diaphragmatic Hernia 
Localized Duodenitis 
Carcinoma of Duodenum 
Carcinoma of Jejunum 
Carcinoma of Pancreas 
Mesenteric Thrombosis 
Telangiectasis of Intestine 


with interest that varices may occur about the 
cardiac stomach as well as in the esophagus. 
These, of course, may be approached more di- 
rectly. Rendu-Osler disease is an hereditary 
hemorrhagic telangiectasis involving mucous 
membrane including the gastrointestinal tract. 


Table 2 is a compilation of some of the more - 


interesting cases from our own series. In ad- 
dition to cardiac and fundic varices minute 
erosions, even involving submucosal arteries, may 
defy detection unless the stomach is opened 
widely enough to fully visualize the lining. The 
x-ray will usually suggest possible ulcers within 
the herniated stomach. 

A 54-year old man had repeated small hemor- 
thages with repeated x-ray studies showing a 
diaphragmatic hernia but no intrinsic gastric 
lesion. At operation we could find only edema 
of the fundic stomach. Following repair of 
his diaphragmatic hernia no further bleeding 
occurred 

The localized duodenitis was found at explora- 
tion after a series of hemorrhages in a girl of 23 
over a 4-year period. Repeated x-ray studies 
were normal. The duodenum was opened. An 
area 1.5 cms. in diameter was granular and bled 
on contact. It was excised. The pathologist 
reported duodenitis — no ulcer. There has 
been no further bleeding in 9 years. 

A man aged 39 had ‘repeated tarry stools and 
x-ray studies suggested an anomaly of the trans- 
verse duodenum. Exploration revealed a polypoid 
carcinoma of the transverse duodenum. 

Carcinoma of the pancreas must be remem- 
bered. A man, age 72, in obvious decline had 
normal gastrointestinal x-ray studies. He was 


later admitted to the hospital in shock from 
hemorrhage with vomiting of coffee ground blood 
and with melena. The autopsy later revealed a 
carcinoma of the pancreas with invasion of the 
duodenum and erosion of the pancreatico-duo- 
denal artery. 

Mesenteric vascular occlusion is usually sug- 
gested by related disease but may occur without 
evident cause and without suggestive history. 
We had one such case in a laboring man, age 28. 


The case of telangiectasis of the small bowel 
was associated with large mesenteric and sub- 
serosal veins. It was not Rendu-Osler disease. 
It occurred in a young farmer, age 23. Bleeding 
episodes always followed heavy work or other 
strain. Repeated x-ray and laboratory studies 
were negative. Biopsy of the mucous mem- 
brane at exploration revealed only hyperplastic 
mucous membrane. The lesions may have rep- 
resented multiple small arteriovenous aneurysms. 
SUMMARY 
1. The great majority of cases of gastrointestinal 

hemorrhage are diagnosed as to source by 

routine preliminary history, physical and 
laboratory examinations and confirmed x-ray. 

2. There remains a significant group of cases 
with obscure etiology. 

3. Repeated and broadened studies made after 
bleeding has subsided will reveal the source 
in many of the obscure cases. 

4, Exploration is indicated if recurrent episodes 

of bleeding occur, or if bleeding dose not 

subside. 

. An orderly study of the patient and a knowl- 
edge of possible sources of hemorrhage in ob- 
scure cases will contribute to the successful 
management of such cases. Representative 
examples of obscure bleeding are listed to this 


end. 
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Total Rehabilitation of the Cardiac Patient 


Louis B. Newman, M.E., M.D.*, and Lyle A. Baker, M.D.** 
Chicago 


The greatest and most valuable of all of our 
resources is manpower, the ability and willing- 
ness to work. It is estimated that ten million 
persons with cadiovascular-renal disease in the 
United States lose one hundred and fifty-two 
million workdays a year. Total rehabilitation, 
including selective job placement and adequate 
medical follow-up, means the return of these in- 
dividuals to gainful employment with less work- 
days lost and productive lives with a definite 
measure of happiness and satisfaction as useful 
citizens. Physical Medicine and Rehabilitation 
does not supersede, or take the place of the 
medical program for the patient, however, it is 
part of the total medical management and will 
be discussed in*this paper. 

People with heart disease, frequently, and to 
a greater or lesser degree, have anxiety, fear, 
apprehension and other psychological, emotional 
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and social conflicts. There is a certain amount of 
restlessness and psychological tension. His future 
appears dark and insecure; a feeling of helpless- 
ness overcomes him. This situation can be over- 
whelming to any person, especially when he is 
first told that he has a heart condition or when he 
has his first so-called “heart attack”. Frequently, 
this person is one who, prior to his attack, had 
been highly active and considered a healthy per- 
son. It must also be remembered that the family 
of the patient is often faced with many emotional 
and social problems, especially when the disease 
is of long duration and more so when the patient 
is the sole breadwinner of the family. 

The scope and immensity of the rehabilitation 
problems quickly rule out total rehabilitation as 
being a one-man job. A sick human being is en- 
trusted in our care. Therefore, teamwork by the 
internist, physiatrist (specialist in Physical 
Medicine and Rehabilitation), and other special- 
ists, including the various rehabilitation thera- 
pists (physical therapist, occupational therapist, 
corrective therapist, manual arts therapist, edu- 
cational therapist, and the vocational counselor), 
nurse, dietitian, social worker, and others, is 
our responsibility and is significantly vital in 
order to meet the total needs of the patient. 
For special problems, it may be helpful to secure 
the assistance of the psychiatrist and the psy- 
chologist. In many instances social service is 
also of value in the overall rehabilitation plan- 
ning. Full use must be made of the patient’s 
hospitalization period. 
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Peace of mind for the cardiac patient can be 
aided by his getting back to a purposeful oc- 
cupation, such as, back to school, self-employed 
or by being employed by others. However, a 
sheltered workshop, an institutional work pro- 
gram or home-bound work should be considered 
for some patients as a means of filling the gap 
between the time of discharge from the hospital 
or clinic and more independent employment. 
With selective job placement he effectively and 
efficiently performs a job within his capabilities 
without any undue risk to himself or his fellow 
workers. This further aids in overcoming emo- 
tional and psychological difficulties since many 
cardiac patients are ready, willing and able to 
perform useful work. 


All concerned with rehabilitation, including 
the employers in business and industry must be 
aware of the capabilities and potentialities of 
the cardiac patient and of their role towards 
the patient’s own security and the economic 


status of the community. All medical, social and ~~ 


community agencies must also take part in this 
vast program of back-to-work and their re- 
sources effectively used. Planning the future for 
one with heart disease must start while he is still 
in the hospital so that post-hospital adjustment 
and suitable employment may be more effective. 
Participation in rehabilitation must be started 
as soon as medically feasible. There niust be @ 
realistic awareness of what can be accomplished 
as well as the limitations to rehabilitation. A 
thorough evaluation is made of each individual 
under consideration in order to meet his specific 
needs. It would be folly to envisage every cardiac 
patient returning to his former work capabilities. 
There is a certain significant percentage who 
will be limited not only as to the type of work 
they can do but also to the amount. 


Just as there is selective job placement after 
discharge from the hospital, there should also 
be selective treatment activity during hospitaliza- 
tion to meet the specific needs of the patient. 
Placement follow-up is necessary, as the patient’s 
condition, as well as the job requirements, may 
change. The patient’s total needs are best met 
without any interruption in the total program 
by carefully coordinating and integrating the 
hospital program with the post-hospital plans. 
One must avoid job placement where the patient 
may be in a state of “nervous tension”, “anxiety” 


or even “frustration” because of the particular 
type of work he is doing, as these factors may 
predispose to another “heart attack”. 

In the process of work classification it is nece:- 
sary to be specific as to the physical and mental 
job requirements and to match this with the 
physical and mental work capacity of the patien’. 
It is certainly insufficient to say “light work’ , 
“sedentary job” etc. There should be an explorz- 
tory approach to the job solution which can be 
initiated during the patient’s hospital stay and 
carried on further in a rehabilitation clinic or 
institution. 

Careful detailed consideration of all factors 
in selective job placement of the patient must 
be evaluated, such as: 

a. Can he return to his former job or similar 
employment ? 

b. Can he work full-time or must his activity 
be restricted to part-time employment? 

ce. Can he safely travel to and from his place 
of employment ? 

d. Will the job present factors that will give 
him “nervous tension”, anxiety and fear and 
result in conflicts with his family ? 

e. Will there be proper understanding between 
him and his employer to dispel any fears that 
may lead to frustration? 

OBJECTIVES OF TOTAL REHABILITA- 
TION 

A total program participated in by all mem- 
bers of the rehabilitation team to fill the needs 
of the cardiac patient will be discussed. The 
amount of activity for cardiac patients must be 
based upon many factors other than the amount 
of cardiac impairment and its operating capacity, 
such as emotional conditions and cardiac anxiety, 
which will affect the patient’s ability to engage 
in useful work. 

It must be remembered that modifications of 
any program are made by the physician, depend- 
ing upon the patient’s total clinical picture, and 
therefore, any outlined program should only serve 
as an activity guide. 

In a jointly integrated program by the Physi- 
cal Medicine and Rehabilitation Service and the 
Medical Service (cardiac section) at the Veterans 
Administration Hospital, Hines, Illinois, New- 
man, Andrews, Koblish, and Baker,! in discuss- 


1. Newman, L. B.; Andrews, M. F.; Koblish, M. O.; and 
Baker, L. A.: Physical Medicine and Rehabilitation in 
Acute Myocardial Infraction, A.M.A. Archives of Internal 
Medicine, Vol, 89, pp. 552-561, (April) 1952. 
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ing the immediate rehabilitation objectives of 
52? patients with acute myocardial infarction, 
listed the following points which are also appli- 
cavle when dealing with other types of cardiac 
conditions : 

1. To teach the patient both psychological and 

physical rest. 

2. To instill a proper mental attitude in the 

oatient toward his illness and to prevent the 

development of anxiety neurosis. 

3. To restore muscle tone and strength in order 

that the patient may be ready for physical 

activity. 

4. To aid in prevention of peripheral circula- 

tory stasis, which is conducive to phlebo- 

thrombosis. 

5. To help the patient understand his physical 

limitation and how to control his activities 

during convalescence and after discharge. 

The physician’s task and responsibility is to 
cirefully prescribe controlled activities, includ- 
ing ambulation which is adjusted depending 
ujon the patient’s reaction to the activities, and 
the rate and amount of progress. All personnel 
should be cognizant of any untoward symptoms 
or complications, such as pain, dyspnea, palpata- 
tion, unusual changes in the pulse or blood pres- 
sure, extreme anxiety, etc., so that changes can 
be immediately made in the activity program. 

Under careful supervision, the patient is in- 
structed in specific exercises for the entire body 
starting with movements of the hands and feet. 
Additional exercises are gradually added as well 
as the number of times each exercise is per- 
formed. Relaxation, diaphragmatic breathing 
exercises and posture training are also included. 
All of these activities lead to progressive walking 
over measured distances and also gradually in- 
creasing amounts of stair-climbing as shown in 
Figure 1. Here the patient is descending stairs 
under supervision of the therapist who is also 
checking posture and gait. A conveniently placed 
chair is needed so the patient can rest. Not only 
is this an activity of daily living but it also in- 
creases work capacity. 

The bedside commode should be used when 
prescribed, as there is less stress and strain upon 
the patient during defecation than when a bed- 
pan is used. Benton, Brown, and Rusk? have 


2. Benton, J. G.; Brown H.; and Rusk, H. A.: Energy Ex- 
pended by Patients on the Bedpan and Bedside Commode, 
J. A. M. A. Vol. 144, pp. 1443-1447, (December) 1950. 
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Figure 1: Cardiac patient walking up and down stairs 
under careful supervision of the therapist. Note the 
chair that is placed in a convenient position so that the 
patient can rest. Good posture with proper gait is 
emphasized. 


compared the energy expended when using a bed- 
pan and a bedside commode. They concluded 
that from both a postural and energy-conserving 
standpoint, the strain necessary for defecation 
is lessened by the use of a commode and, further, 
that energy expenditures in terms of oxygen 
consumption was 50.7 per cent higher on the 
bedpan than on the commode. It has further been 
observed clinically that at times, and in many 
instances, it is less trying and more relaxing 
to the patient to sit in a comfortable armchair at 
the bedside than attempt to sit over the edge 
of the bed when eating, reading or participating 
in certain of the rehabilitation activities. 


A not infrequent complication that is seen in 
cardiac patients, especially those with myocardial 
infarction, is the shoulder-hand syndrome. This 
condition may develop in the left shoulder, right 
shoulder, and at times, both shoulders, and can 
involve the arm and hand resulting in pain and 
stiffness with limitation in motion, especially 
in abduction and external rotation of the 
shoulder. It appears to be a periarthritis, and if 
untreated, can result in marked disability and 
impaired function of the shoulder and arm. Stiff- 
ness and flexion deformity of the fingers with 
atrophy of the intrinsic muscles of the hands, 
will result in varying degree. It is felt that im- 
mobility of the shoulder during bedrest, together 
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Figure 2: Cardiac patient operating a printing press. 
This activity improves coordination, develops skill and 
increases work capacity. It further aids in exploring 
for a vocational goal. 


with limited activity, are contributing factors 
to this shoulder-hand syndrome. If a proper 
activity program is initiated early, this condi- 
tion can be prevented. Therefore, slow careful 
movements of the shoulders and upper extremi- 
ties should be instituted at the earliest possible 
moment even though these movements need only 
be done initially once or twice a day. Movements 
should be carried through full joint range and 
include clasping the hands behind the head with 
the elbows completely abducted. Mild heat may 
be used to relieve pain and spasm during exer- 
cise or when shortened muscles need to be grad- 
ually stretched. 

The cardiac patient may participate in 
jewelry making or typing while still confined 
to bed although this can be continued later as a 
possible vocational objective. This type of activi- 
ty, which is gradually increased in amount, pro- 
vides active exercise for the upper extremities 
and shoulders, improves dexterity and increases 
the patient’s work capacity. 

Figure 2 shows a cardiac patient operating a 
printing press for this activity was selected as 
his vocational goal. Further, it improves co- 
ordination, develops skill and increases work 
capacity. 

Figure 3 shows a cardiac patient operating a 
screw-cutting metal lathe. This is done under 
the close supervision of the therapist. Note that 


the patient is wearing safety goggles. This activi- 
ty not only serves for vocational objective ex- 
ploration, but also improves coordination, de- 
velops skill and increases work capacity. 

These and other activities also aid in increas- 
ing the patient’s physical and mental capacity, 
overcome monotony and boredom, and when inte- 
grated and coordinated with vocational couns:- 
ing, lead to productive and useful goals for the 
cardiac patient. 

When participating in any activity, the pulse 
rate, volume, and rhythm as well as the type and 
rate of respiration is noted and recorded by the 
therapist prior to, at the end of, and after a 
three-minute rest period following the prescribed 
activity. If there is an increase of more than 10 
in the pulse rate after the rest period or if the 
respirations are unusual, the treatment is dis- 
continued and these facts are reported to the 
physician for his consideration. As a matter of 
fact, all of the therapists are carefully instructed 


-that whenever pain or any other unusual signs 


or symptoms develop, to promptly discontinued 
the treatment activity and report the matter to 
the physician. 
SUMMARY 

1. Physical Medicine and Rehabilitation is 
part of the total medical care of the cardiac 
patient and does not replace or substitute for 
the medical management. 


Figure 3: Cardiac patient operating a metal lathe 
which improves coordination, increases work capacity, 
develops skill and also serves as a vocational objec- 
tive exploration. 
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2. The importance and benefits of a medically 
directed, thoroughly integrated and coordinated 
reli.bilitation program, balanced for activity and 
rest, to fill the specific needs of the cardiac pa- 
tient, has been stressed. The objectives and pro- 
cedures have been presented. 

3. The importance of teamwork of all those 
concerned in rehabilitation and the proper 
awsreness and understanding of the rehabilita- 
tion potentials is essential to achieve satisfactory 
res its. The overall medical picture governs the 
rat: and amount of rehabilitation. 

., Complete evaluation of the patient must be 
male to best determine medical feasibility for 
the particular type and amount of work that is 
be ng considered. Employment without undue 
physical strain or mental and emotional stress 
is of prime importance. 

5, Early diagnosis, properly prescribed and 
in: ituted medical care and rehabilitation, peri- 
odic follow-ups as well as a thorough educational 
program for the patient, family, friends and em- 


ployers, will brighten the future for those in- 
dividuals with cardiac conditions. 

6. With an organized rehabilitation program 
for the cardiac patient both the physician and 
the patient, prior to and at the time of discharge 
from the hospital, will have a good appreciation 
of the patient’s work capacity, his post-hospital 
plans, and vocational goal. 

7. Inasmuch as heart disease is the leading 
cause of death in the United States, it is signif- 
icantly urgent that research, both basic and clini- 
cal, and education be continued for it will add 
happiness and satisfaction, as well as years, to 
those with this disease. Then life will be longer, 
wider and deeper. 


The authors are greatly indebted to the personnel on 
the Cardiac Section, and the Physical Medicine and 
Rehabilitation Service at the Veterans Administration 
Hospital, Hines, Illinois, for their cooperation and 
splendid accomplishments in the program and to the 
Medical Illustration Laboratory for their excellent 
photographs. 


ASPHYXIATED BABIES 


The prime cortsideration in handling asphyxi- 
ated babies are gentleness, maintenance of body 
temperature, and oxygenation of their blood and 


tissues. If these three aims are effectively and 
quickly carried out, the babies can be maintained 
for an indefinite period of time with no harm 
done and spontaneous voluntary respiration al- 
most invariably begins. If, however, the baby 
is mauled and traumatized, the body tempera- 
ture drops, anoxia deepens, and the baby rapidly 
progresses into an irreversible state of shock and 
asphyxia. The old methods of spanking, swing- 
ing, manual artificial resuscitation (squeezing 
the chest), and dousing in or with cold water 
should be considered entirely obsolete. The first 
procedure necessary is to clear the baby’s airway 
of blood, amniotic fluid, or mucus that might 
be aspirated into the trachea and bronchi with 


for September, 1954 


the first respiratory effort. How this should 
be accomplished has been a matter of debate 
for many years. Some have advocated intuba- 
tion of the trachea by direct laryngoscopic meth- 
ods in all of these severely asphyxiated infants. 
This is a highly technical procedure and should 
be done only by those well trained in its appli- 
cation. Flagg, who is a prominent exponent of 
this method, has recently been quoted as saying 
that he believes the merit of the procedure is not 
the aspiration of obstructing material but the 
direct introduction of oxygen into the trachea. 
I do not believe that direct intubation is neces- 
sary. I believe that it is sufficient to strip the 
mucus out of the trachea with the external finger 
and aspirate it from the mouth, nose, and naso- 
pharynx with a soft rubber catheter. J. E. 
Morgan, M.D., and Carmen T. Reyes, M.D., 
Resuscitation of the Newborn. Ohio M. J. April 
1954. 


ivi- 
ex- 
de- 
ity, 
te- 
the 
ise 
nd 
the 
ved 

10 
the | 
lis- 
the 

of 
ted 
ms 
ied 

to 

is 
jac | 
for 

193 

al 


Meyer R. Lichtenstein, M.D., Clinical Associate Professor of Medicine, 
Sol R. Rosenthal, M.D., Associate Professor of Preventive Medicine and 
Karl H. Pfuetze, M.D., Clinical Professor of Medicine 


SEMINAR 
of the 
DEPARTMENT OF MEDICINE 
of the 
UNIVERSITY OF ILLINOIS 


Edited by: 


Dr. Max Samter 
Associate Professor of Medicine 


Dr. Alexander Remenchik 


Clinical Instructor in Medicine 


Dr, Samter: Control of tuberculosis in recent 
years, has become a psychological as well as a 
medical problem. The public, and this includes a 
fair number of practicing physicians, has been 
led to believe that the disease has practically dis- 
appeared while the experts emphasize that in 
spite of our spectacular therapeutic armamert- 
arium, it is far from being conquered. 

Dr. Rosenthal: Although the mortality from 
tuberculosis has fallen sharply in the last twenty 
years, the case rate has remained high and even 
increased in some of the large cities. Any meth- 
od which will reduce the yearly case rate should 
be strongly encouraged. 

I have shown over a twenty year period that 
BCG is safe and that it can reduce the incidence 
of tuberculosis from 54 to 100% depending 
primarily upon the degree of exposure. Secondary 
factors are housing, nutrition, and education. 
The lowest morbidity and mortality was obtained 
when BCG vaccination supplemented a com- 
plete tuberculosis control program. BCG vaccina- 
tion benefitted infants, children, and adults most 
where some type of a tuberculosis control pro- 
gram was in effect. 

In those individuals (children and adults) 
having casual contact with tuberculosis, the fac- 
tor of good housing plus BCG vaccination re- 
duced the morbidity 100% as compared to con- 
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medical students, children from two orphanages 
(white) and in a housing project (colored). BCs 
vaccination in newborns and children who live 
in substandard housing reduced the morbidiiy 
75% as compared with controls. Where there w:is 
known contact with tuberculosis BCG vaccina- 
tion in individuals who were well housed, re- 
duced the morbidity 68% (newborns and chil- 
dren) and 54% in student nurses. 

Recently, we have developed a freeze-dried vac- 


cine which can be stored for periods up to three 


years. Thus, it is now possible to completely 
standardize the vaccine for sterility, viability, 
and potency before distribution. We have also 
developed a new method of vaccination by the 
multiple puncture method using a stainless steel 
dise with thirty-six projections. This method is 
simple in application and produces no complica- 
tions and leaves no scars. 

Dr. Lichtenstein: The ambulatory therapy of 
patients with tuberculosis has been developed as 
a necessity. To give you a little background as 
to the reasons involved in the development of this 
program, let me state that in January, 1953, 
there was a waiting list of six hundred and two 
patients for M. T. S., with only fourteen hundred 
beds available. Some patients had been waiting 
for two and one-half years, and one hundred and 
sixty new applications were received every month. 

The first part of the plan of action was the 
post-Sanitarium chemotherapy program. This, in 
general, consisted of the early discharge from the 
Sanitarium of patients with negative sputum and 
closed cavity, but with x-ray evidence of active 
disease. These patients then lived at home and 
received their chemotherapy at our out-patient 
clinics. Streptomycin, PAS, and isoniazid were 
used routinely. During the first year of the pro- 
gram, over five hundred extra patients were div- 
charged thus allowing the same number of extra 
admissions from the waiting list. By this pro- 
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gram, we were able to increase the admission rate 
from approximately ninety-five to one hundred 
and forty-five patients per month. 

The other part of the program was the pre- 
Sonitarium chemotherapy program. In general, 
those patients who would have to wait over one 
month for admission were started on chemother- 
a’ y promptly and continued until a bed became 
a ailable. Four hundred and seventy-two patients 
rceived treatment in this manner during the 

st year. 

With this regimen, we have treated ten hun- 
¢ ed and thirty-six patients. At the present time, 
\ have eight hundred patients under therapy. 
\e do not treat those patients who fail to cooper- 

It has been our experience that the post- 
‘initarium program has been the most success- 
fl. The rate of relapses of this carefully selected 
group is under two percent. The pre-Sanitarium 
g oup, however, has been a dismal failure. We 
find that the therapy improves the patients symp- 
tomatically and they subsequently refuse to come 
into the hospital, and frequently stop treatment 
when surgery is advised. The hospitalized patient, 
on the other hand, sees the excellent results of 
surgical treatment and is glad to accept it. 

Operation of the program reduced the waiting 
list to one hundred and thirty after one year, 
with no patient waiting more than four months. 

Dr. Pfuetze: We cannot forget that tuberculo- 
sis is a chronic disease that tends to recur. The 
mortality has declined steadily over the past fifty 
years. From 1945 to 1950 there was a fifty per- 
cent drop in mortality. We may take some com- 
fort in the fact that Chicago is not the number 
one city as far as tuberculosis mortality is con- 
cerned. I would like to comment on some ob- 
servations as far as racial differences are con- 
cerned. We find, in general, the Negroes are 
more susceptible and develop more complications 
than white individuals. We must point out that 
the death rate from tuberculosis was decreasing 
before the onset of chemotherapy, however the 
decrease has been much more rapid since the 
advent of chemotherapy. 

At this point, I wish to discuss the groups of 
patients who are frequently treated at home by 
a family physician. I want to emphasize that this 
program is feasible in some cases, but requires 
(|) a cooperative patient, and (2) a physician 
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who knows tuberculosis to treat it intelligently. 
At the present time I know of no consecutive 
series of patients who have been treated at home 
that has ever been reported. We feel that the re- 
sponsibility of the private physician is to be con- 
scious of tuberculosis at all times and be alert 
to discover it among his patients. The important 
aspects of any good case finding program are 
(1) a high index of suspicion on the part of the 
physician, (2) mass community x-ray surveys, 
(3) x-ray surveys in industry because in these we 
have a “captive” group, and (4) routine hos- 
pital admissions chest x-rays. 

Dr. Mark Lepper: Where is the next logical 
expansion of BCG? 

Dr. Rosenthal: We follow the recommenda- 
tions of the American Trudeau Society, who rec- 
commended BCG vaccination for medical stu- 
dents, nurses, and laboratory personnel, individ- 
uals unavoidably exposed to tuberculosis in the 
home, patients and employees in mental hos- 
pitals, prisons, etc., children and certain adults 
living in communities where the tuberculosis 
mortality is unusually high. 

Dr. Lichtenstein: I would want to consider 
that last statement. I have my doubts as to 
whether it would be feasible. We have to remem- 
ber that it is difficult to follow patients in the 
high incidence areas. For example in the Provi- 
dent Clinic district, we have a twenty-three 
percent turnover in patients in one year. You 
see it is manifestly impossible to follow such 
patients over a period of years. 

Dr. Rosenthal: It is necessary to reduce the 
degree of contact to open cases of tuberculosis. 
No vaccine can withstand unlimited exposure to 
the corresponding disease. For this reason, it is 
necessary to isolate the open cases in sanatoria 
and vaccinate the negative reactors from such 
households making sure that these individuals 
are not in their pre-allergic stage. In high in- 
cidence areas, the children of known cases of 
tuberculosis as well as those who are not exposed 
to tuberculosis should be vaccinated. The testing 
and vaccinating of these individuals could be 
best accomplished by working through the 
schools. 

Dr. Pfuetze: I would gladly give up the 
Mantoux test as a diagnosic test even if the ef- 
ficacy of BCG is as little as twenty percent de- 
crease in the incidence of tuberculosis. 
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Dr. Norman Roberg: I feel that we must point 
out at this time that the Mantoux Test is not a 
diagnostic test for tuberculosis, but is only an 
index of exposure to tubercle bacillus. 

Dr. IAchtenstein: I wish to state at this time 
that I have no bias, but I believe that there is 
valid reason to doubt the efficacy of BCG. There 
is much data that suggests that the immunity 
granted is slight and is only of short duration. In 
many places the mortality has been reduced even 
where no tuberculosis control work has been done. 
In areas where an extensive tuberculosis control 
program has been initiated there has been a 
greater decrease in mortality and morbidity than 
in areas such as Denmark where there has been 
an extensive vaccination porgram. However, I 
feel that it does offer some protection for a 
limited period of time. We still need conclusive 
experiments to prove this point. To summarize, 
I doubt that it is necessary to use vaccination 
on a country wide scale. = 


Dr. Rosenthal: To make a comparison between 
countries, one using BCG and the other not us- 
ing BCG is hazardous. A frequent comparison 
is made between Iceland and Denmark. In Ice- 
land, where no BCG is used, there has been re- 
duction of the mortality of some seventy per- 
cent from tuberculosis between the years of 1945 
and 1950. In Denmark where BCG is used, the 
reduction during the same period was only fifiy- 
eight percent. However, what is not taken into 
consideration is that there are three people per 
square mile in Iceland and two hundred and 
twenty-eight per square mile in Denmark. This 
factor alone is enough to invalidate any com- 
parisons between the two countries. It may he 
of interest to note that the mortality in Denmark 
in 1953 was ten per hundred thousand, the 


lowest in the entire world. 


ARE GERMS BECOMING RESISTANT? 


There exists a popular impression, shared to 
some extent even by the medical profession, that 
the antibiotics are losing their punch due to a 
rapid development of resistant micro-organisms. 
Any such dogmatic assertion regarding penicil- 
lin certainly requires qualification in the light of 
observed facts. On examination, the case for in- 
creased bacterial sensitivity to pencillin is based 
chiefly upon reports describing insensitive strains 
of staphylococci. Romansky and Kelser, as of 
1952, stated that “to date the pneumococci and 
group A hemolytic streptococci, the organisms 


most commonly found in diseases of the respira- 
tory system, have shown no evidence of develop- 
ment of resistance to the available agents.” In 
the same year, Garrod in Britain, told the Royal 
Society of Medicine, that while most bacteria can 
be habituated to penicillin in the laboratory, this 
ordinarily does not happen in the body, except 
in the case of staphylococcus. And more recently, 
Perrin Long could find “no clear evidence that 
Beta hemolytic streptococcal, pneumococcal, 
meningococcal, or treponemal infections have be- 
come appreciably resistant to the antibacterial 
effects” of penicillin. W. D. Paul, M.D.,’ 
Penicillin and its Problems. South Dakota J. 
Med, & Pharm, April 1954. 
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Polypoid Disease of the Colon and Rectum 


Caesar Portes, M.D., and James H. Cross, M.D. 
Chicago 


it is an accepted fact that there is a significant 
re\ationship between polypoid disease of the large 
intestine and carcinoma. Intestinal adenomas 
become carcinomas in significant numbers and 
precede carcinomas in age grouping. The sigmoid 
aid rectum contain the largest number of both 
acenoma and carcinoma and frequently they 
ccoxist. These facts have been emphasized by 
B icon.? Helwig? in a study of 1460 consecutive 
a topsies showed adenomas are neoplasms that 
o.'en become carcinoma. Although carcinoma 
niay arise in situ, rather than as an adenoma, it 
vill still commonly project into the lumen as a 
polypoid mass. Conceivably carcinoma may also 
arise from an ulceration but if this ever happens 
it is indeed rare. The treatment of carcinoma 
o! the colon and rectum with radical procedures 
still gives us a considerable mortality. In con- 
trast, many series of malignant polyps are re- 
ported with little or no mortality rate. Our 
continued interest in the early diagnosis and 
adequate treatment of polypoid disease is then 
quite justifiable. 

Polypoid disease of the colon and rectum 
usually is adenomatous. These adenomas may be 


Figure 1. Benign sessile polyp. 

sessile (Figure 1) or pedunculated (Figure 2). 
They vary from minute mucosal excresconces to 
the diffuse polyposis of either the inflammatory 
(Figure 3) or familial (Figure 4) type. A 
villous or papillomatous adenoma with its mul- 
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Figure 2. Benign pedunculated polyp. 


Diffuse polyposis (inflammatory type). 


tiple villous projections is especially significant 
because of its proclivity to recur. Warren® states 
that anaplasia, irregularity of architecture, and 
invasion are the criteria for malignancy (Figure 
5) and that at least two must be present. 
Portes* has reported a polyp incidence of 8% 
in 5000 cases of patients given routine procto- 
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Figure 4. Diffuse polyposis (hereditary type). 


Figure 5. Malignant polyp showing anaplasia, irregu- 
larity of architecture, and invasiveness. 


scopic examination. Swinton® in a study of 1843 
consecutive autopsies found 7% had polyps of 
the large intestine. More than one polyp is found 
in about half of the patients with polypoid dis- 
ease. Polypoid disease usually presents about 
a 3 to 2 ratio of men to women. Diffuse poly- 
posis is not infrequent. 

The symptoms of polypoid disease are usually 
minimal. If pedunculated there may be irritation 
and a history of bleeding. An occasional inter- 
mittent attack of colic may be associated with 
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polypoid disease. A change in the functional 
activity of the bowel may be noted. A consider- 
able number are asymptomatic. The disseminated 
lesions of course are associated with the history 
of their primary disease. 

A willingness to examine the rectum and colin 
is mandatory. Digital examination will occasio 1- 
ally reveal the larger polyps. The proctoscoypic 
and x-ray examination are of course the prima*y 
diagnostic aids. Needless to say proctosco)y 
should be performed on any patient with rectal 
bleeding or other altered intestinal function of 
any duration. 

Proctoscopic examination to the extent of 25 
ems. cannot be replaced by x-ray and rarely ‘s 
x-ray of this area supplementary. There is no 
substitute for direct vision of the rectum using 
the proctoscope. Proctoscopic examination should 
be performed at the slightest indication. 

Barium enema should be added to proctoscopic 
examination if there is any evidence of polypoid 
disease and of course if there is bleeding or other 
indication. The air contrast enema has greatly 
improved our early diagnosis of polypoid disease. 
Weber® states lesions of 1 cm. or less can be 
recognized by x-ray. The value of the air con- 
trast enema should be emphasized. Using a thin 


Figure 6. Polyp visualized by air contrast enema. 
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Instruments used in treatment of Polyps of 
tie rectum and recto-sigmoid. In the treatment of 
polyps, one should have proper equipment. The proc- 
t-scopes should enable the passage of the electro- 
c.agulating snare and the fulgurating electrode. An 
cir suction should be available at the time of fulgura- 
ton. 


Figure 7. 


barium and insufflating the colon with air after 
evacuation will bring out many polyps not visu- 
alized by the usual barium enema (Figure 6). 

Polypoid disease can be treated by (1) Ful- 
guration (2) Snare and fulguration (3) Clamp- 
ing of pedicle with cauterization of the base 
(4) Excision with biopsy forceps with or without 
cauterization of the base (5) Excision with 
scalpel and suture of the base or (5) Colotomy 
(Figure 7). 

The polyp that is found on digital examina- 
tion and can be exposed outside the anal canal is 
treated in the same manner as a hemorrhoid. 
A suture is taken at the base of the polyp, the 
polyp clamped, éxcised and ligated with trans- 
fixion of the base. Polyps in a higher location, 
visualized on proctoscopic examination, are best 
treated by electrosurgery using either simple 
fulguration or electrocoagulation with the snare. 
If the entire polyp is not removed, then punch 
biopsy should be done. The amount of tissue 
fulgurated at each treatment depends upon the 
individual surgeon’s judgment. Ordinarily, by 
this method, several treatments are necessary 
to eradicate the growth completely. Fulguration 
is a safe procedure and obviates the possibility 
of uncontrolled hemorrhage. Hemorrhage is most 
likely when the slough comes away especially 
from the fifth to the tenth day, during which 
time the patient should remain under strict 
observation. Sometimes small topical doses of 
radium are used to safeguard against hemor- 
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rhage. If the lesions are in close proximity to 
the vagina, uterus, urinary bladder, seminal 
vesicles, or prostate gland a modified fulguration 
technic must be used to insure against perfora- 
tion. A general anesthesia is not given unless 
the lesions are extensive or deep seated since the 
co-operation of the patient is desirable. 

The electrocoagulating snare can be used in the 
treatment of polyps within ready reach of the 
proctoscope but should be used with caution. 
Pedicles of polyps may contain large arteries 
and sometimes uncontrolled hemorrhage may 
occur. The long pedicles may be part of the 
colon wall and removal with a snare may cause 
perforation of the bowel. 


Single polyps that are beyond the reach of the 
proctoscope are best treated by the abdominal 
route. Colotomy is performed with excision of 
the polyp and suture of the base provided the 
lesion is benign. If there is question of malig- 
nancy resection should be done. Frozen section 
should be available at the time of surgery. If 
there is any evidence of malignancy, resection 
not only removes the lesion more adequately, 
but also the lymphatic area and prevents re- 
currence. 

The treatment of multiple polyps is fulgura- 
tion and electrocoagulation of the lesions in the 
rectum with colectomy and _ ileosigmoidostomy 
provided the rectum is free of cancer and ade- 
quate follow up is feasible. The procedure must 
not be performed if there is any question of 
cancer in the rectum, if the rectum cannot ade- 
quately be treated by fulguration and electro- 
coagulation, or if the patient will not agree to 
remain under careful treatment for the rest of 
his life. 

Considerable debate still exists as to the proper 
treatment for certain types of malignant polyp. 
If there is invasion of the submucosa radical 
resection is definitely indicated. The results of 
treatment of polypoid disease is quite gratifying 
if these principles are carved out. Swinton’ 
recently reported the treatment of 400 cases of 
benign polyps with only 6% developing a recur- 
rence or cancer. Malignant polyps treated locally 
do not show such good results. Lockhart-Mum- 
mery and Dukes’ have reported 47 solitary ma- 
lignant rectal polyps treated locally and of 
these 23 or 50% recurred. McLanahan et al® 
have reported 38 malignant rectal polyps treated 
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by local excision with fulguration and of these 
5 developed simple recurrence, 5 frank adenocar- 
cinomas and 3 of these died of metastatic disease. 

Ileosigmoidostomy for diffuse polyposis has 
proved quite satisfactory if rectal cancer is absent 
and adequate follow up studies are possible. Of 
27 cases reported by Smith and Hill® none died 
of rectal recurrences although one died from 
recurrence secondary to a colon cancer removed 
at time of colectomy. 

We have presented a general review of the 
problems of polyposis of the colon and rectum. 
A close association of cancer and polypoid dis- 
ease is undeniable. (Figure 8). If polypoid dis- 
ease is diagnosed early and adequately treated 
then we are not only preventing, but also curing 
neoplastic disease of the colon and rectum at its 


earliest stage. 
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When Alice, in her journey through the 
‘ooking glass, remarked that it was strange con- 
sidering how fast they were running that they 
i: ppeared to be getting nowhere, the Red Queen 
replied, “It takes all the running you can do to 
.eep in the same place.” None of us really wants 
‘o remain in the same place, but we do have a 
sense of bewilderment in keeping up with the 
extraordinary advances of medical science and 
varticularly with the socio-economic and political 
changes which confront us. We may take comfort 
in placing our feet squarely on the ground and 
realizing that the laws of nature and of social 
behavior have not changed much and, when we 
approach a problem such as a problem for the 
health of the nation, we know that there are 
certain things we can do. The excellent pam- 
phlet, outlining a program of public relations 
for county medical societies which your com- 
mittee has published, lists all of them. 

Twenty years ago it was hardly likely that a 
lobbyist for the medical profession would have 
been invited to speak at your annual meeting 
here in Chicago. In fact, there were very few 
medical lobbyists anywhere. It was unheard of 
for a member of the profession to be so close to 
politics as to be stationed in Washington on a 
full-time basis to report the goings on there 
~- and to inform Congress of the opin- 
ions of physicians. What brought this about 
was the beginning of a social revolution which 
is still going on — and it will probably go on 
for some time. During revolutionary times there 
are many forces at work and many groups de- 
manding to be heard. Perhaps it is Darwin’s 
theory again being proved that the fittest survive. 
Washington, D. C. because the maelstrom of the 
collective forces and those groups demanding to 
be heard. Some voluntarily, some through neces- 
sity. It was to protect the interests of physicians 
and their patients, and to exercise a rightful 
leadership, that the American Medical Associa- 
tion ten years ago established a Washington 


Presented before Public Relations Meeting at 1954 
Annual Meeting, Illinois State Medical Society, Chi- 
cago, May 14, 1954. 
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The Washington Office the 


Frank E. Wilson, M.D. 


office. (At first it was a listening post and now 
it is an action station as well.) 

You physicians were probably taught in medi- 
cal school, as I was, that medicine and politics 
don’t mix. They still don’t mix if you mean 
partisan politics. But we live in a political world 
and we cannot escape it. Nor should we shun 
politics. It is the most vital part of democratic 
society. Politics is here to stay. As intelligent 
persons in a representative government, it is up 
to us, first as citizens and second as doctors of 
medicine, to participate in the making of laws 
and the election of law-makers. 

As a representative of the AMA, I am not 
speaking tonight of those things that deal with 
putting a particular candidate in or out of 
Congress. You can do that as citizens of Illinois, 
but not as members acting on behalf of a medical 
organization. What you can do is discuss with 
each canidate his views on the issues impor- 
tant to your practice of medicine and to let him 
know the way you think it should be practiced. 
We want our success, and our competence, to be 
measured by our colleagues and our patients, and 
not by federal bureaucrats. 

Well, I am a registered lobbyist. Tonight I 
hope to give you a very brief account of the 
Administration’s health program and the policy 
of your national Association in relation to it — 
from a lobbyist’s viewpoint. 

Just after the last national elections, I selected 
Chicago for a regional conference of central states 
to learn a little more about the men whom you 
had elected to Congress — and perhaps why in 
some cases — and to swap information with repre- 
sentatives of these state medical societies about 
the medical issues likely to come up in the 83rd 
Congress. As in most of the other regional con- 
ferences, a doctor came up to me and said, 
“Wilson, your job will be easier now that Tru- 
man and Oscar Ewing are out of the way, won’t 
it?” My stock reply was that sometimes it is 
harder to work with your friends than with 
your enemies. One of the reasons I’m back in 
Chicago tonight is to repeat, after a year and a 
half, that it is more difficult to work with your 
friends. 


The AMA, in December 1952, formed a liaison 
committee of its top elected officials to work 
with and assist in every way the newly appointed 
department heads, the Congress, and the Presi- 
dent himself. The committee met with Mrs. 
Hobby on Feb. 4 last year and the next day was 
received by the President. We have seen Mr. 
Eisenhower more than on this one occasion, as 
you know. The committee spent weeks, not days, 
in Washington making overtures of cooperation 
and personally meeting all the leaders who have 
any direct influence on the medical profession —- 
including Admiral Radford, chairman of the 
Joint Chiefs of Staff. We saw him at the sug- 
gestion of the President because Mr. Eisenhower 
thought we should get his views on medical care 
for the dependents of military personnel, and 
that he might benefit from ours. 


It seemed to me that after 20 years of the 
closed door policy, the new administration would 
hang a lantern in the window, and put « wel- 
come mat at the front door for the doctors. I 
think it is accurate to say that Mr. Eisenhower 
has done this, but not all the high ranking 
officials have followed his lead. I hasten to add 
that I believe their reaction is without the 
knowledge of permission of the Chief. We called 
it the “canvas curtain” and it was lowered, we 
thought, by too many hold-overs frqm- the last 
regime. This year things are a little bit different, 
but the curtain is never out of sight. 


The Secretary of the Department of Health, 
Education, and Welfare last year appointed a 
medical advisory committee from physicians sug- 
gested by the AMA liaison committee. She has 
not once called this committee together, in spite 
of the fact that her own experts sat down and 
planned for the compulsory inclusions of physi- 
cians under Social Security. This step was taken 
with the Secretary’s whole-hearted support. 
Whether you agree that you should be covered 
is not the point here. It is that the profession is 
being ignored. Not one single M.D., other than a 
government employee, sat in on the several meet- 
ings that resulted in this decision. 


The present Administration had no positive 
health program its first year. 1953 was a year of 
adjustment and realignment with the first half 
of the year spent under a Truman budget. Dur- 
ing December of last year, Cabinet members and 


heads of independent agencies had formulated 
plans for their respective departments, then met 
together in a series of meetings out of which 
came the Administration’s policies and legisla- 
tive program. This program was announced 
to the public in a series of special messages to 
the Congress in January of this year. The speci: 
health message was delivered January 18th. Bilis 
have been introduced covering all major poinis 
and in addition, a few extra bills are under 
consideration supplementing the program. 

It is now over half way through the secon. 
session of the 83rd Congress and hearings have 
been held on practically all these bills and a 
prognosis may be ventured on most of them. 

All of you have heard that the major healt! 
program is reinsurance of voluntary health plans. 
This bill has an interesting background which is 
not generally known. In June of 1950 Congress- 
man Wolverton of New Jersey, then a minority 
member of the House Interstate and Foreign 
Commerce Committee, introduced a bill propos- 
ing a federal corporation, similar to the one now 
in existence which reinsures banks against cer- 
tain losses, for reinsuring voluntary non-profit 
health insurance plans. His bill, introduced late 
in the Congress and not important to the House 
leadership, received no committee consideration, 
I asked Mr. Wolverton at the time if the idea 


. 
was his or somebody else’s. This was one of my 


early blunders as a lobbyist — you never ask a 
Congressman if the idea he incorporates into a 
bill is somebody else’s. He told me that he was 
fully capable of developing his own ideas. 1 
learned later in the year that the idea came from 
Harold Stassen and that certain Blue Cross 
people had encouraged Mr. Wolverton. This was 
confirmed early this year by Mr. Wolverton in a 
conversation with me in his office. 

What we are dealing with now, good and bad, 
is the Eisenhower administration’s long-range 
health program. As I have indicated, most of it 
was not drawn up until last fall and early winter. 
It is not, I want to emphasize, it is not some- 
thing that we have to be concerned with only 
for this session of Congress. The parts that are 
not passed now will be reintroduced in the next 
Congress. Even if there is a change in control 


of Congress after next fall’s election, the Eisen- ° 


hower administration will press for these bills, 
and there is no question that they would have 
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the support of many, many Democrats. 

Obviously, the administration could not ignore 
the subject of health insurance. It would be 
expedient to come up with something appealing 
to a large segment of the population and yet 
diiferent from compulsory health insurance. With 
Mr. Stassen high in the official family and the 
word reinsurance sounding like free enterprise, 
it was adopted as the keystone of the administra- 
tion’s health program. Apparently no one serious- 
ly considered defining the word in terms of 
action, in terms of government, or in terms of 
political involvement, until it was mentioned by 
the President in his message on the state of 
the Union. 

The whole AMA Board had met in regular 
session in Washington in February and had 
hoped that the bill would have been introduced by 
that time. The Department of HEW had expected 
to have it ready, but on checking with the life 
insurance industry, was amazed to find serious 
objections to the bill because it put government 
into the field of insurance, in competition with 
private industry, and would not accomplish 
what it set out to do. By this time officials of 
the American Medical Association had had many 
discussions with all types of insurance people, 
bankers, industrialists, allied trade organizations, 
and professional groups. Many of these repre- 
sentatives appeared before a special meeting of 
the Board of Trustees held in Chicago for this 
very reason — all prior to the actual introduction 
of the bill. No position is ever taken on a bill 
until it is introduced, in spite of the 
fact that we are repeatedly asked to fall into a 
trap by stating our position before we see the 
words and understand their meaning. As soon 
as the bill was introduced, our Committee on 
Legislation and the Executive Committee of 
the Board of Trustees met jointly in a special 
session so that a position could be taken on this 
bill. 

The only position that the AMA could take 
after so careful a study was that we are in accord 
with the stated objectives, but must oppose the 
federal government’s methods of reaching them 
as stated in the bill. In my opinion, the ad- 
ministration would have to do some magical 
maneuvering to get the bill made into law this 
year. 
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Now, just about every time we oppose a major 
bill somebody always asks, Why, does the AMA 
always oppose everything? Why don’t they come 
forward with an alternative? The answer lies 
in the fact that the AMA is one of the few 
national organizations which does not ask favors 
from Congress — and wants no federal money. 
A more succinct explanation was given to me 
the other day. I was reminded that nine of the 
Ten Commandments started out with, “Thou 
shalt NOT...” One of them says, “Thou shalt not 
commit adultery,” — and the Bible does not 
suggest an alternative! Actually — although 
you don’t see much of this in the press because 
it isn’t sensational — actually the AMA supports 
almost every other bill of consequence in the 
Eisenhower health program. Not a part of the 
President’s program, but strongly indorsed by 
the AMA, is the Jenkins-Keogh bill which 
would end tax discrimination against the self- 
employed and allow them more adequately to 
provide pensions for themselves without de- 
pendence on Uncle Sam. That is our alternative 
to social security for physicians. 

Another major bill proposes an extension of 
the Hill-Burton law to include hospitals for the 
chronically ill, nursing homes, rehabilitation 
centers, and diagnostic or treatment centers. ‘The 
AMA approves this bill in principle and has 
offered some perfecting amendments along with 
those of the American Hospital Association, 
which are being seriously considered by Congress 
and will probably be enacted into law. We are 
somewhat concerned that the definition of “diag- 
nostic or treatment center” be spelled out more 
clearly and regardless of the definition, that they 
be operated under the supervision of an ac- 
credited hospital. We expect that this will be 
the first health bill to be passed. It has already 
passed the House. 


A new formula for giving public health grants 
to states is another proposal which has the sup- 
port of the AMA, generally speaking. This pro- 
posal eliminates categorical grants for specific 
disease and leaves it up to the state authorities 
to say what public health program the money 
will be used for, with the exception of mental 
health. One section of the bill grants the Surgeon 
General too much liberty in a “unique projects” 
grant. He has the authority already, but this 
section is simply a gimmick to get more money 
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out of the appropriations committee. We objected 
to this provision as being unnecessary but feel 
that even with it, the bill has merit. 

The AMA has never taken a position for or 
against social security, as such. It does object 
to the compulsory inclusion of physicians under 
this program. It does not object to the voluntary 
coverage of physicians, as is being proposed for 
educators and religious leaders. I am aware that 
in some quarters of the profession there is oppo- 
sition to this position of AMA. My only answer 
to that is, that the majority rules. Another 
objectionable proposal in the social security 
amendment bill is a waiver of premium for 
permanent and total disability. We object to 
this on the grounds that it is not necessary, and 
that it would unnecessarily involve physicians 
by requiring them to make federal decisions on 
patients whose conditions may be considered 
permanent today, but tomorrow, with newer 
therapy, may be completely recovered. The fed- 
eral government could exercise a remote control 
over doctors. On this point we have an alternative 
because we believe that persons who are in need 
of social security benefits due to disability should 
be given consideration. This could be done by 
computing the 5 or 10 best years ‘of a person’s 
working record and grant benefits on this basis. 
This method would be cheaper in administration? 
and could cover such other conditions as unem- 
ployment and other justifiable and unfortunate 
situations. The Department of HEW is looking 
kindly towards using the 4 years of least earn- 
ings and computing the benefits from that. I 
am not an economist and do not understand the 
difference, unless the Department does not want 
labor to say the Department is the tool of the 
AMA. 


Deductions from income tax for medical ex- 
penses is a small provision in the huge bill 
which proposes a revision of the income tax law. 
We have actively supported this idea for a num- 
ber of years, and have encouraged some Congress- 
men to take the lead in sponsoring this legisla- 
tion in separate bills. We have heard no one 
object to this proposal. The administration did 
not consider that this was part of a health pro- 
gram, and so I hereby gratuitously credit it to 
the Eisenhower health program anyway ! 


The latest health proposal came from the 
Defense Department. The bill proposing an ex- 


tension of medical care for the dependents of 
military personnel has only recently been intro- 
duced in the Senate. There is no House bill yet. 
This bill follows the recommendations of the 
Moulton Commission report of last year. Essen- 
tially it suggests that dependents of military 
personnel be given medical care and hospitaliza- 
tion whenever possible in military hospitals. If 
military medical care was not available, they 
would receive such care from civilian sources 
with the federal government paying directly all 
beyond the first $10, and perhaps more than 
90% of the total bill. 

The present situation as regards dependent 
care is, that the three services have no united, 
or equal, regulations on this subject. The army 
leaves it up to the commander of a hospital as 
to the extent of beds and facilities he can make 
available — beyond those necessary for soldiers. 

The AMA is not opposed to military depend- 
ents getting medical care if they are really de- 
pendent, and are the soldier’s immediate family. 
Our thinking conflicts with military thinking 
in one or two areas. We believe that this bill 
would encourage the military to bring depend- 
ents into military hospitals, resulting in a short- 
age of beds for the military, and a shortage of 
medical officers to care for them. This situation 
always has a great appeal to Congress because it 
involves the strength of the nation, and it is a 
rare Congressman who would vote nay to any 
such thing. This is not idle thinking. It is 
exemplified in the overgrown Veterans Adminis- 
tration hospital program which started the same 
way. We do not want another doctors draft to 
take care of dependents, when there are ample 
facilities for them, as for other citizens. We are 
in agreement with the Defense Department that 
the military hospitals overseas, and in isolated 
places, should treat legitimate dependents. There 
is a need for unifying the regulations of the 
Army, Navy, and Air Force on this subject, but it 
is not necessary to expand the military medical 
care program to take care of these dependents. 
Except in rare cases, they can be cared for in 
civilian hospitals and by civilian physicians. 
That is the major difference between the AMA 
and the military — should most of these civilians 
be treated by civilian or by military personnel 
and facilities? 


I think it can be safe to say that there has 
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been a change in the federal government in its 
attitude towards health. The present administra- 
tion is honest in its motives, but a little too 
desirous of pleasing everybody, including those 
who have been so well pleased for 20 years. The 
AMA has made every effort we knew, to be help- 
ful, to steer the present leaders away from the 
socialization of medicine, and it has been, and 
is a rather difficult job, to educate your friends 
on what is socialization. American medicine 
stands ready always to offer what assistance it 
cai to the progress of medical science and art, 
and to the application of the finest medical care 
to more people, at the lowest cost. In order to 
deiend the right of American physicians to 
organize themselves into a common purpose to 
bring about the finest medical care anywhere, 
the AMA had to be informed of those “isms” 
which were rampant in Washington at that time. 
We have won a partial victory. I am happy to 
say that the scope of the Washington Office and 
that of the entire medical profession has broad- 
ened. We want to be as helpful as possible to the 
federal government so long as the rights, guaran- 
teed by the Constitution are kept intact, and 
the dignity of medicine is respected. 

Your medical representatives in Washington 
are conscious of the fact that we represent you 
through the democratic system which the physi- 
cians of this country have set up. We must 
represent the collective thinking of medicine 
and especially the state medical societies. You 
cannot leave it up to us entirely to fight for 
good legislation anél against bad. Your contacts 
with Congressmen here in Illinois are far more 


effective than ours there in Washington. 

I am frequently asked by physicians to sum- 
marize the complaints Congressmen give me 
about the medical profession. Some of them are: 
(1) the high cost of medical care; (2) inability 
to get a doctor in an emergency; (3) shortage 
of doctors in rural areas; (4) doctors are not 
civic minded enough; they don’t join in com- 
munity efforts; (5) they are too politically 
minded; (6) they are not politically minded 
enough; and (7) doctors are selfish and self- 
centered. 

This summary forms the basis of most of the 
complaints we hear in Washington. Answering 
these complaints is a trying ordeal. You know 
as well as I do that in most cases, the complaint 
is unjustified, but nevertheless, it must be an- 
swered. I pass on to you the thought that if 
these complaints do persist, whether justified or 
unjustified they affect legislation, and will even- 
tually color the practice of medicine not only 
for us, but for our children. The profession has 
a marked responsibility. You should not permit 
lobbying to be limited to the Nation’s Capital. 
The most effective lobby is your contacts with 
your Congressional representatives. 

There is too much thinking by the Congress- 
men in Washington that the American Medical 
Association is solely a political organization. If 
we accent the positive from back home as well 
as from your national Association — that the 
good deeds of American medicine are predomi- 
nantly scientific and cultural and for the benefit 
of the public — we won’t have to fight too much 
bad legislation because there won’t be so much. 
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Certain Antibiotic Hazards 


Y. T. Oester, M.D., Ph.D. 
Chicago 


The various scientific developments in the field 
of antibiotics have unfolded for us ever widening 
horizons and what appear to be ever greener pas- 
tures. The current list of substances in the anti- 
biotic armamentarium (Table 1) is used almost 
universally, in some way, in every field of medi- 
cine. The chief untoward or toxic reactions of 
the commonly used antibiotics are well known 
(Table 2). Despite the justifiable confidence and 
satisfaction of the medical profession in the tre- 
mendous and at times almost miraculous success 
of these agents, it is necessary to remark very 
pointedly that we must continue to develop new 
agents in this most essential field of therapy. 
There are several compelling reasons for making 
such a statement. The first of these is the clear- 
cut fact that in the area of infections represented 
by the viruses, we have produced, for practical 
purposes, no successful antibiotic. In the field 
of the infections due to bacteria there is ample 
evidence that a rather widespread and in some 
instances an alarming resistance, develops in 
certain supposedly susceptible organisms. This is 
especially true with different species of staphy; 
lococci and micrococci. In addition, the mani- 
festation of certain toxic or hypersensitivity reac- 
tions by many patients, to certain of the 
antibiotics, is also a cause for much serious con- 
sideration. 

T would like to provide my own answers to the 
following three questions. They should be con- 
sidered as my personal opinions and those of a 
scientist first and a clinician second. 

Is changing resistance of organisms to anti- 
hiotics a fact and if so, to what degree is it of 
practical significance ? 

Does so-called “superinfection” or over growth 
of nonsusceptible organisms, constitute a prob- 
lem ? 

Are combinations of several antibiotics of 
established clinical value and are there any 
hazards connected with such combinations ? 

To answer the question as to whether resist- 


From the Stritch School of Medicine, Loyola Univer- 
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TABLE 1: ANTIBIOTICS COMMONLY USE)) 


Systemic and Topical and 
Topical Possibly 
(unquestioned ) Systemic 
Penicillins Bacitracin 
Streptomycin Polymyxin 
(Dihydro) Neomycin 
Chloramphenicol Viomycin 
Aureomycin 
Terramycin Topical only 
Erythromycin (?) Tyrothrycin 
Carbonycin Gramicidin 


TABLE 2: CHIEF TOXIC REACTIONS 


Antibiotic Undesirable effects 
Penicillins Hypersensitivity 
Streptomycin Neurological 

-- (Dihydro) (8th nerve) 
Aureomycin G-I disturbances 


G-I disturbances 
G-I disturbances 
Bone marrow (?) 
Bacitracin Kidney damage 
Polymyxin Kidney damage 
Erythromycin G-I disturbances 


Terramycin 
Chloramphenicol 


TABLE 3: COMMONLY USED COMBINATIONS 


Indication Combination 
Resistant Penicillin and 
Staphylococci Streptomycin 
Subacute Bact. Penicillin and 
Endocarditis Dihydrostreptomycin 
Meningitis Penicillin and 
(Bacterial) Sulfonamides 
Brucellosis Dihydrostreptomycin 
Aureomycin, or 
sulfonamide 
Tuberculosis Dihydrostreptomycin 


& PAS & Isoniazid 
Mixed infections 


ance of organisms to antibiotics develops we may 
quote the data from the studies which are avail- 
able,*, Present surveys, for instance, indicate 
that some 60% of staphylococcus aureus and 
staph. albus strains are resistant to penicillin by 
test tube studies. Several years ago, similar 
studies, although not extensive, indicated 20-30% 
incidence of such resistance. Again, from what 
short term studies as are available, it is also 
apparent that there is increasing resistance of 
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organisms to the broad spectrum antibiotics, 
aureomycin, terramycin, and chloramphenicol*. 
This development of resistance is not an invari- 
alle phenomenon with all organisms. There is 
a widespread difference in the individual species. 
Some, such as the staphylococci and mycobac- 
terium readily and widely develop resistance. 
(hers. like treponema pallidium seem to be rel- 
atively prone not to develop resistance. 

A further problem in the development of 
resistance of bacteria is this: if an organism be- 
comes resistant to one agent is it also resistant 
to any or to all other antibiotics? The answer 
h-re is that widespread cross resistance does not 
commonly develop. This means that an organism 
which is resistant to penicillin, for instance, is 
not likely to be resistant to streptomycin or to 
terramycin. In general, however, there may be 
some change toward decreased sensitivity to sev- 
eral antibiotics but not generalized significant 
cross resistance. It is also important to recognize 
that from this standpoint, we can divide the wide- 
ly used antibiotics into two classes, — I. — 
penicillin and streptomycin, and IT — aureomy- 
cin, chloramphenicol, and terramycin. In a final 
word on the matter of resistance, we can say 
that it is a problem of serious importance to the 
practicing physician, especially in the light of 
the common practice of giving antibiotics for 
any and all aches, pains and ills. We thus set up 
and encourage antibiotic resistant organisms — 
even though they many not be an important 
factor in the disease which is being treated at 
the moment. * 

I will begin my consideration of the problem 
of “superinfection” or of overgrowth of non- 
susceptible organisms by giving you a summary 
from a recent published case.°. A typical case of 
pneumonia was seen with a throat culture which 
showed primarily Klebsiella pneumoniae. Under 
combined therapy with penicillin, dihydrostrep- 
tomycin, and aureomycin, normal temperature 
was not obtained until after seven days. On the 
eighth day the patient again became worse and 
the x-ray picture was that of a spreading pneu- 
monia. At this time cultures revealed practically 
pure pseudomonas aeruginosa. In vitro tests in- 
dicated marked insensitivity to penicillin, dihy- 
drostreptomycin, aureomycin and chlorampheni- 
col. However, test tube inhibition was noted with 
1.9 micrograms of polymyxin B per ml. There- 
fore, the previous therapy was discontinued and 
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50 mgm. polymyxin B, intramuscularily, every 
6 hours, was begun. There was gradual improve- 
ment and after 8 days the 6 hourly dose was re- 
duced to 25 mgm., and continued for a total of 
15 days. The recovery was slow but uneventful. 
Cases similar to this have also been well docu- 
mented where proteus organism was involved. 

The reports of serious infections where non- 
susceptible organisms are involved are certainly 
increasing. It is not possible to state authorita- 
tively that such cases as that described above 
are fostered or encouraged by antibiotic therapy. 
They certainly are coming more and more to our 
attention than was the case before the advent 
of antibiotics. But it is not possible to conclude, 
definitely, that inhibition of organisms such as 
staphylococci and other cocci by antibiotics ac- 
tually promotes clinical infection by companion 
but non-susceptible organisms such as proteus 
and pseudomonas. Rather than promoting or 
forstering such infections, antibiotics may merely 
unmask them. 

As a part of the problem of “superinfections”, 
we must consider whether or not fungus infec- 
tions are increasing as a result of antibiotic 
therapy. In specific terms, have monilia infec- 
tions increased as a result of widespread anti- 
biotic therapy? Candida albicans, one of the 
monilia group of yeast-like fungi, regularly 
emerges in abundance in the mouth and gastroin- 
testinal tracts of those receiving antibiotics, 
especially the so-called wide spectrum antibio- 
tics®. The resulting signs and symptoms are 
mostly a product of mucous membrance irrita- 
tion. They include sore mouth and _ throat, 
stomatitis, glossitis, black, hairy tongue, perleche, 
diarrhea and various pruritic manifestations. 
We should emphasize here that several diseases 
such as vitamin deficiencies, allergic reactions, 
bacterial and viral infections, as well as primary 
irritation, may produce these manifestations. The 
mere isolation of a monilia, which since it is 
resistant to antibiotics may merely have been per- 
mitted to flourish in the absence of its competi- 
tors, should not necessarily lead to a diagnosis 
of moniliasis. The development of a resistant 
and/or non-susceptible flora is a regular and 
expected consequence of antibiotic therapy. In 
the overwhelming majority of cases, the elimi- 
nation of susceptible organisms and their replace- 
ment by non-susceptible ones is of no real clinical 
significance, 
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There are, however, probably more cases of 
thrush seen now, especially in older and debili- 
tated patients. Similarly, infections due to anti- 
biotic resistant gram negative organisms, espe- 
cially Escherichia Coli, Proteus, and Pseudomo- 
mas, almost regularly occur in patients who are 
chronically ill and with very low resistance. 
This represents the emergence of the resistant 
or non-susceptible flora as a concomitant of gen- 
eral debility and antibiotic therapy. In addition, 
the literature has been reporting an increasing 
number of small but well documented cases of 
generalized, fatal moniliasis. They are usually 
related to and occur more commonly among 
those patients who have received prolonged anti- 
biotic therapy. 

In answer to the direct question, therefore, 
does overgrowth of non-susceptible organisms, 
bacterial and mungal, constitute a problem? We 
must say yes, but it constitutes a comparatively 
minor one, which is most important in debilitated 
and aged people. 

In considering the third general question 
which I wish to bring to your attention, the 
problem of combinations of antibiotics, it is not 
possible to give any detailed guidance. We can 
only consider the general aspects of: the problem. 
It is well established, both in the experimental 
animal and in human clinical material, that cere 
tain combinations of antibiotics result in a more 
successful form of therapy than either one 
alone.”® Table 3 lists a few selected examples of 
this type of combination. One or two generaliza- 
tions may be made concerning this phase of 
antibiotic therapy. In addition to the potentia- 
tion of effect as seen when several antibiotics 
are given simultaneously, there is some evidence 
that under certain specialized conditions, actual 
antagonism between antibiotics may result. This 
is especially true between the broad spectrum 
antibiotics when used with either penicillin or 
streptomycin. There is very little clear cut clini- 
cal data available on this subject. The report® 
where 14 patients with pneumococcal meningitis, 
treated with penicillin alone resulted in a fatali- 
ty rate of 21%, whereas alternate patients, who 
were given the same dose of penicillin plus 
aureomycin, had a fatality rate of 79%. is about 
the extent of the clinical data available. Animal 
experiments, primarily in mice," also lead 
to the same conclusion, that actual antagonism 
between two antibiotics may result under certain 


experimental conditions. 

To avoid antibiotic antagonism, at least as far 
as we know at the present time, avoid combina- 
tions of the broad spectrum antibiotics with 
either penicillin or streptomycin. If any combina- 
tions are used, give at least an adequate dose of 
each of the antiobiotics, since actual antagonism 
appears to be favored when one of the antibiotics 
of a particular combination is given in a rela- 
tively small or ineffective dose. 

These pessimistic and discouraging notes on 
the several hazards which are apparent on a care- 
ful analysis of the use of various antibiotics do 
not mean that one should give up the use of 
these agents entirely. Similarly, they do not mean 
that superinfections or resistant organisms will 
eventually necessitate that we discard our anti- 
biotic agents as useless. In the same vein, this 
has not been presented to indicate that each and 
every patient or each and every antibiotic will 
éxhibit one or more of these problems. Rather, 
it has been an endeavor to bring a word of cau- 
tion in respect to antibiotics, and to bring a word 
of warning, so that forewarned one might better 
understand and cope with the problems as they 
arise. 


SUMMARY 


Resistance of organisms to antibiotics is well 
established and should be considered carefully in 
clinical evaluations of their use. 


Overgrowth of non-susceptible organisms or 
incidence of superinfections appears to be an in- 
creasing threat in antibiotic therapy. 

Combinations of several antibiotics certainly 
are of definite clinical value. The question of 
possible antagonism between the simultaneously 
administered antibiotics must be carefully con- 
sidered in many instances. 
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CASE RECORDS OF THE 
COOK COUNTY HOSPITAL 


KARL MEYER, LEO M. ZIMMERMAN, DEPT. EDITORS 


The Control of Bleeding in Disarticulation 
of the Hip by Ligation of the Common 
lliac Artery and Vein 


Roscoe C. Giles, M.D.* and William T. Keig, M.D.t 
Chicago 


The control of hemorrhage and the prevention 
of shock in major operative procedures on the 
lower extremity poses interesting problems which 
have been the subject of wide discussion. The 
patients under consideration for such procedures 
are often so debilitated and anemic from malig- 
nant disease, involving the bone or soft parts 
in the upper end of the thigh or from severe 
crushing injuries, as to be unable to withstand 
any surgical operations that might entail any 
great loss of blood. The most serious blood losses 
are encountered in disarticulation of the hip and 
in hemipelvectomy. 

The early methods of hemostasis have become 
obsolete and now are only of historical interest. 
Among these are the various forms of mechanical 
pressure exerted externally or by combined ex- 
ternally or by combined external and internal 
means, such as: a) pressure on the lower end 


*Attending Surgeon, Cook County Hospital, Attend- 
ing Surgeon, Provident Hospital, Assistant Professor of 
Surgery, Chicago Medical School. 
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for September, 1954 


of the aorta by a Lister’s tourniquet; b) pres- 
sure on the common iliac artery against the 
brim of the pelvis by a Davy’s lever introduced 
into the rectum; or, c) the Momburg’s belt, an 
even cruder method, consisting of rubber tubing 
passed tightly several times around the lower 
abdomen’. Other methods consisted of direct 
attack on the major vessels, such as: a) ligation 
of the femoral artery, before the flaps were cut 
or while they were being formed in the anterior 
racquet incision; b) digital compression of the 
femoral artery by the surgeon or assistant before 
the vessels were cut, the fingers being introduced 
beneath the vessels and compressing them against 
the thumb; c) temporary compression of the 
common iliae artery by the fingers of an assistant 
through a McBurney incision; d) rubber tourni- 
quet pressure exerted around the extremity by 
(1) Wyeth’s skewers introduced in the upper 
end of the thigh; (2) a Trendelenburg rod 
placed beneath the femoral vessels; (3) a 
Thomas forceps catching the vessels in the upper 


flap, or (4) by the rubber tubing method of 
Senn in which he passed the tubing through the 
tissues subcutaneously and tightened it externally 
by forceps’. 

Judin*®, in 1936, advocated preliminary liga- 
tion of the great vessels in order to lessen the 
blood loss. He warned, however, that ligation of 
the common iliac artery might result in necrosis. 
He quoted Brzovski, who reported twenty-six 
cases of ligation of the vessels in the literature 
and found necrosis of the flap in five. Sugar- 
baker’ also discussed ligation of the common 
iliac vessel and warned about the danger of 
necrosis of the posterior flap. 

George T. Pack* and his associates in 1946 
reviewed the surgical technique of hemipelvec- 
tomy, with special reference to the control of 
hemorrhage, and added seven cases of their own. 
The seventh case healed per primam without any 
necrosis of the posterior flap. Wise’ advocated 
temporary control of the common iliac artery 
during the operative procedure by a temporary 
tape ligature around the artery, which is re- 
leased at the conclusion of the operation. Brit- 
tain® reported five cases of hemipelvectomy, in 
two of which the common iliac artery was ligated 
instead of the external iliac artery; making the 
operation much easier though some sloughing 
occurred in the anterior part of the flap. “ 

In the case herein reported, both the common 
iliac artery and the common iliac vein were 
ligated without any necrosis of the flap. In each 
instance a single ligature was used. 


Cook County Hospital Case No. 16423, a 68- 
year old female, was admitted on March 24, 
1952, with a history of having been in good 
health until three months before admission, at 
which time she had fallen on a waxed floor, Im- 
mediately after the accident, she noticed pain 
in the right thigh. This had become progres- 
sively worse, and she was unable to walk without 
severe pain. The thigh was painful to the touch 
and also on turning about in bed. She believed 
she had lost about ten pounds of weight in three 
months and also had experienced a loss of ap- 
petite. 

Her family history was noncontributory. She 
had had an appendectomy in childhood. Meno- 
pause had occurred in 1932, twenty years before 
admission. Her physical examination was nega- 
tive except for the right thigh which was two 


and a half times larger than the left. A large 
mass occupied the antero-lateral surface. The 
mass extended from approximately 8 cms. above 
the patella to within 10 cms. of the inguinal 
fold. The mass was resilient, smooth and slightly 
tender on pressure. The overlying skin was not 
fixed ; the mass was adherent to the deeper struc- 
tures. Her temperature at time of admission was 
98.6° F., pulse was 72, respiration was 22, and 
blood pressure was 120 systolic over 80 diastolic. 
Her laboratory workup was as follows: N.P.N., 
40 mg. per 100 cc.; thymol turbity, 1.8 units; 
cephalin flocculation, 0; gamma globulin, 1.1 
mg. per cent; total serum protein, 5.9 gm. per 
100 ce.; albumin, 2.9; inorganic phosphorus, 4.2 
mg. per 100 cc.; alkalin phosphatase, 5.4 units 
per 100 ce.; icterus index, 6 units; Kahn test, 
negative. The patient’s blood count showed 75% 
hemoglobin with 12,300 white blood cells. 
X-ray of the right femur (See Figure 1), done 
on March 26, 1952, was reported as follows: 
“A-P view of the right hip and proximal half 
of the thigh laterally. The underlying cortex 
appears thin and irregular. There is no evidence 
of calcification of the mass, nor is there evidence 
of periosteal reaction. Impression: Large, soft 
tissue mass of the thigh with thinning and ir- 
regularity of the underlying bony cortex. Among 


Figure 1. 
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Figure 2 (at top) showing hip joint disarticulation. 


Figure 3. (center) Close-up of tumor tissue. 


Figure 4. (Bottom) Wound healing by first intention. 


other neoplastic entities, a nonossifying periosteal 
fibrosarcoma should be considered.” 

A chest film was reported as showing the lung 
fields were not remarkable. 

Another x-ray of the thigh and pelvis was 
reported two days later as showing slight irreg- 
ularity of the cortex of the femur on the lateral 
aspect of the shaft. The remaining osseous struc- 
ture was not remarkable. 

On April 2, 1952, an incision biopsy was done 
after an aspiration biopsy revealed only dark 
blood. A large quantity of serofibrocaseous ma- 
terial, which was very friable, was removed. A 
microscopic examination report was returned of 
a rhabdomyosarcoma with degenerative changes. 
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On April 4, 1952, a disarticulation of the right 
hip was done. Preliminary to the definitive treat- 
ment, a left paramedian incision was made, the 
right common iliac artery first ligated and then 
the vein. An anterior racquet incision was made 
through the skin, and a hip joint disarticulation 
was done. (See Figures 2 and 3.) 

The patient lost very little blood and a trans- 
fusion, during the surgical procedure, was not 
necessary. There was no appreciable change in 
blood pressure or pulse rate during the procedure, 
and the patient left the operating room in excel- 
lent condition. Subsequent to the operation, the 
patient received a blood transfusion and expe- 
rienced a severe transfusion reaction with a low- 
er nephron nephrosis, during which time her 
temperature rose to 101° F., her urine showed 
4 plus bile, 2 plus urobiligen, and the presence of 
bile casts but no blood. The icterus index was 
118; N.P.N., 59. The patient finally made a com- 
plete recovery and was discharged from the hos- 
pital on April 30, 1952. 


The pathological report, following disarticula- 
tion, was as follows: 


“Specimen consists of a disarticulated right 
lower extremity including the hip joint. The 
color of the skin is white. A mass was located in 
the quadriceps group of muscles, measuring 23.5 
by 8 ems. It was pale yellowish-red in color and 
has not actually invaded the anterior femoral 
surface. However, it has caused an inflammatory 
reaction on the periosteum. There is a cyst, 
measuring 7 by 7 by 4 ems., in the upper part 
of the mass. It contained a clear yellow fluid. 

“Microscopic section of the tumor reveals a 
highly resilient tumor in which full signs of 
necrosis are seen. The tumor cells are very 
pleomorphic, in some areas being elongated with 
vesicular and hyperchromatie elongated nuclei. 
In other areas the cells are bizarre with very 
large hyperchromatic nuclei, containing large 
clumps of chromatin. Multinucleated giant cells 
are frequent. (See Figure 5.) 

“Diagnosis: rhabdomyosarcoma.” 


This case is herewith reported because of the 
ligation of the common iliac artery and the com- 
mon iliac vein without any subsequent necrosis 
of the flap. Both the artery and the vein were 
ligated by a single ligature. Humphries (8) has 
emphasized the fact that a single ligature on an 
undivided vessel will almost always permit ulti- 
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Figure 5. 75 X Low Power of Rhabdomyosar 


mate reformation of the lumen. It is suggested 
that this might be a reason that no necrosis 
occurred, in addition to the fact that there may 
have been additional, collateral circulation from 
the other side. 


SUMMARY AND CONCLUSIONS 


1. A case of disarticulation of the hip joint 
with preliminary ligation of the common iliac 
artery and vein is presented. 

2. A brief review of the literature on methods 
of hemostasis in amputation of the lower ex- 
tremity has been presented. 


3. Confirmation has been added of the fact 
that ligation of the common iliac artery can be 
accomplished without necrosis of the flap. 
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BORIC ACID POISONING 


Although boric acid has been in use for many 
years, it is only recently that it has been dis- 
covered that this drug may cause toxic reactions 
and even death. Boric acid poisoning has devel- 
oped in infants particularly as a result of its topi- 
cal application for the treatment of diaper rash. 
This drug, when applied to any open wound or 
exudative dermatoses, may if the surface is exten- 
sive, be absorbed by the transcutaneous route. 
The toxic symptoms include diarrhea and vomit- 
ing in the early stages, followed later by profuse, 


bloody diarrhea and vomiting leading to dehy- 
dration, shock, cyanosis, and coma. Death may 
ensue within a few hours or after several days. 
Diagnosis is also confirmed by an intense ery- 
thema of the skin, mucous ,and tympanic mem- 
branes, followed after a few days by a super- 
ficial desquamation. Treatment is supportive and 
consists of administration of fluids, oxygen, 


blood, and antibiotics. Meyer L. Niedelman, M.., 


D., Uses and Abuses of Drugs, New and Old, in 
Dermatology. Pennsylvania M.J. April 1954. 
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CASE REPORTS 


Prophylaxis of Hemolytic Disease of the 
Newborn with Cortisone 


Joseph B. Teton, M.D., F.A.C.S. and Nancy C. Treadwell, M.D. 
Chicago 


Hemolytic disease of the newborn occurs in 
one out of 200 full term pregnancies or in a ratio 
of 1 to 26 of the matings of an Rh negative fe- 
male and an Rh positive male. In about 3 per 
cent it is the presumed cause of fetal death. 

Various attempts have been made to prevent 
fetal erythroblasfosis, among which may be men- 
tioned a few that achieved short-lived popularity : 

1. The use of vitamin E to decrease the perme- 
ability of the placenta so that it is more difficult 
for the antigens to reach the mother. 

2. Methionine to prevent liver damage in the 
fetus. 

3. Injections of ethylene disulfonate which is 
supposed to react chemically with the antibodies. 

4, Replacement transfusions to sensitized 
mothers to dilute the Rh antibody. 

5. Rh counter-immunization with typhoid or 


From the Departments of Obstetrics and Gyneco- 
logy, University of Illinois College of Medicine and 
Henrotin Hospital. 

Presented at the meeting of the Illinois State Ob- 
stetrical Society held at Research and Educational Hos- 
pital, University of Illinois, January 14, 1954. 
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tetanus vaccine; the stronger antigen suppresses 
the weaker. 

6. Rh hapten is the specific reacting fraction 
of a complete antigen. It will combine with its 
own antibody but is not antigenic. 

The most recent efforts center about the use 
of ACTH and cortisone. Opinions regarding 
the efficacy of this latest measure vary from com- 
plete disapproval to limited endorsement. 


Mrs. D. Y., a 30-year old white, gravida IT, 
para I, was first seen on February 26, 1953 when 
she was seven and one-half weeks pregnant. The 
previous pregnancy had ended at 28 weeks in the 
delivery of a premature infant which lived five 
days. She was Rh negative and her husband was 
Rh positive. The past history was otherwise non- 
contributory. The physical examination was 
negative except for the pregnancy and the rou- 
tine obstetrical blood work was within normal 
limits. The prenatal course was uneventful 
until twenty-one and a half weeks when Rh anti- 
bodies were first found. 


Because of the high degree of correlation be- 
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tween the maternal albumin agglutinin titer and 
the amount of this antibody which reaches the 
fetal circulation, and since severely affected in- 
fants may die between the twenty-sixth and 
thirty-fourth week of pregnancy, we decided to 
place the patient on cortisone therapy. The 
graph (Figure 1) shows the effect on the anti- 
bodies following administration of cortisone. 
The pregnancy progressed to thirty-three and 
one-half weeks when, on August 25, 1953, the 
patient called to report a slight bloody vaginal 
discharge. She was instructed to go to bed. 
The bleeding increased, however, and she was 
admitted to Henrotin Hospital with a diagnosis 
of premature separation of the placenta with 
beginning premature labor and fetal distress. 
On August 26, she was delivered by low cervical 
cesarean section under local anesthesia of a liv- 
ing female infant, weighing about three and 
one-half pounds, in apparently good condition. 
The mother’s postpartum course was uneventful. 
The dosage of cortisone was gradually decreased 
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over a three day period. She was discharged 
on the tenth postoperative day. 

The baby was transferred to Sarah Morris 
Division of Michael Reese Hospital a few hours 
after delivery. The red blood count at Henrotin 
Hospital was reported as 1,000,000; however, 
a recheck count on arrival at Michael Reese Hos- 
pital showed 4,000,000 red cells, normal serum 
bilirubin and positive Coombs’ test. The liver 
and spleen were not palpable and no obvious 
jaundice was noted. It was decided to attempt 
exchange transfusion immediately. The first 
attempt failed due to the small umbilical veins; 
the second attempt on the following day in the 
right femoral vein was also a failure. The baby 
was row grossly jaundiced and the serum biliru- 
bin had risen to 12, although the red cell count 
was still 4,000,000. Subsequently the right leg 
became cyanotic and edematous. The Vascular 
Service was of the opinion that an occlusion of - 
the right femoral artery had occurred, probably 
from an embolus; therefore, further attempts 
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at exchange transfusion were temporarily de- 
ferred. One day later the serum bilirubin was 18 
and red blood count 4,000,000, so another at- 
tempt was made to the left femoral vein which 
was successful. The right leg then appeared im- 
proved ; the red cell count remained at 4,000,000 
and the serum bilirubin rose to 35. The follow- 
ing day the serum bilirubin dropped and there 
was no further rise. 

From this point on the baby continued in rel- 
atively good condition from the erythroblastotic 
standpoint. Several small transfusions were 
given, starting on the sixth day of life, because 
of decrease in the red blood count (2,300,000 to 
*,000,000). The right foot and leg developed 
gangrene, which was allowed to demarcate until 
it was almost ready to slough. On the twelfth 
day of life a debridement was done below the 
knee with a good flap of muscular tissue for a 
prosthesis. No anesthesia was necessary. The 
baby made a good recovery from this procedure, 
is now at home and seems to be making satisfac- 
tory progress. Evaluation of possible cortical 
damage from Kern icterus must be deferred until 
the baby is six months old and is functioning on 
a cortical level. 

COMMENT 
We feel that the severity of the erythroblasto- 


sis was less than might have been anticipated in 
view of the early development of blocking anti- 
bodies. 

While we fully realize that one case is not 
too significant, the problem of obtaining a healthy 
living child from a highly sensitized Rh negative 
woman is so difficult that any measure which 
might contribute in however small a degree to 
such a happy outcome is worthy of trial. 


SUMMARY 

This case seemed to demonstrate 

1. a specific depressant effect of cortisone on 
the anti-Rh agglutinins ; 

2. that cortisone did not produce hyperten- 
sion, edema, excessive weight gain, hypergly- 
cemia or toxemia, or increase the postoperative 
complications ; 

3. the hazards attendant upon exchange trans- 
fusion by the femoral route. 

30 N. Michigan Avenue 
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SURGERY FOR. FISTULA 


Fistula in ano usually requires complete re- 
moval of the fistulous tract to eradicate the con- 
dition. The tract or tracts usually pass external 
to the external sphincter muscle or between it and 
the internal sphincter, so that division of the ex- 
ternal sphincter muscle only is required. Care 
should be taken to divide the muscle at right an- 
gle to the direction of the muscle fibers and to 
divide it only in one place to preserve anal con- 
tinence. The after care of the wound is very im- 
portant. Packs should be removed entirely the 
first time they are disturbed, usually at about 48 
hours post-operatively, and rarely replaced. Sitz 
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baths are begun the day following operation and 
are continued two to four a day until the wound 
has healed. Pocketing is prevented by gently wip- 
ing the wound out to its bottom as often as neces- 
sary and by irrigating the wound with a 1:2,000 
Zephiran Chloride solution. After a few days 
this becomes a painless procedure. A small wet 
Zephiran Chloride sponge dressing is placed 
over the wound and changed as often as neces- 
sary to maintain comfort. A Furacin dressing 
can be used for this wound. Neither Zephiran 
Chloride nor Furacin is irritating but occasion- 
ally a patient is allergic to Furacin. R. Harvey 
Beli, M.D., Texas J. Med. Feb. 1954. 
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TRAUMA AND CANCER 


I had occasion to review a symposium on the 
relationship of trauma to malignant disease, 
which was held at the University of Chicago 
four years ago. At this conference there were 
three doctors, two of whom were pathologists, 
and two lawyers. It is interesting to read the 
question and answer period because it is a highly 
debatable subject and has many medicolegal 
implications. In general, most medical men 
feel that we do not know the cause of malignant 
disease and, not knowing the cause, we cannot 
prove that trauma, a single trauma per se, causes 
malignant disease. ‘The lawyers, on the other 
hand, feel that because you do not know the 
cause of malignant disease, you cannot disprove 
that trauma has some relationship and, there- 
fore, you must give the patient the benefit of 
the doubt. The arguments against a single 
trauma being the cause of malignant disease 
are based on a statistical analysis of the inci- 
dence of trauma in this country. It is estimated 
that there aré approximately ten million trau- 
matic injuries occurring every day in this coun- 
try, and these are primarily in children and 
young people. And yet the incidence of car- 
cinoma or malignant disease is low in child- 
hood and young adult life, and much higher 
in the older age groups. Furthermore, every 
single day in all the hospitals in “the country, 
there are thousands of trauma performed in the 
nature of surgical operations. At no time has 
a neoplasm ever been proved to occur at the 
site of the operative incision. This is offered as 
evidence against the contention that a single 
trauma can be the inciting factor in neoplastic 
disease. Experimentally, for many years, pa- 
thologists have been trying to produce neoplasms 
by injuring various parts of experimental ani- 
mals. They have fractured legs many times and 
have been unsuccessful, by means of one single 
direct trauma, in producing carcinoma. Also, 
in a patient with a known carcinoma, they have 
never been able experimentally to incite me- 
tastasis. In other words, they have never been 
able to injure a part at a distance and cause 
metastasis to occur at that site. So, in general, 
it is believed that trauma itself is purely co- 
incidental and’ simply calls attention to the 
neoplasm in the patient. Daniel Burdick, M.D., 
Clinicopathologic Conference. New York J. 
Med, April 15, 1954, 
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EXTRASYSTOLES IN OLD AGE 

Heart rates over 100 (in old age) are not rare 
and occasionally much higher values are found 
without any discernible reason. In a series of 
102 elderly patients without history of cardio- 
vascular disease, eight had sinus tachycardia and 
another observer found sinus tachycardia in 16 
per cent of his patients. A fast rate represents 
a strain on the heart. No specific therapy is 
available since digitalis does not reduce the rate 
in compensated patients and quinidine is use- 
less. ‘Therefore, sinus tachycardia persists for 
many months or years, occasionally subsiding 
gradually for unknown reasons. ‘The appearance 
of auricular fibrillation is advantageous in these 
patients, who often suffer from coronary sclerosis, 
since the activity of the ventricles can then be 
slowed by digitalis. 

All types of extrasystoles are more common in 
the older age group. Extrasystoles in patients 
over 70 may appear for years without any evi- 
dence of heart disease. They were found in 20 
per cent of the inmates of a home for the aged ; 
in another study of many elderly people, extra- 
systoles were observed in 31.9 per cent. In our 
opinion, ventricular extrasystoles are most com- 
mon, but others believe that the auricular form 
is encountered more often. In elderly patients 
with coronary sclerosis, auricular extrasystoles 
are frequent precursors of auricular fibrillation. 
David Scherf, M.D., Cardiac Arrhythmias in the 
Aged. Geriatrics, Feb. 1954. 


TREATMENT OF OLD AGE 

Perhaps one of the most useful contributions 
of gerontologic research over the past few years 
has been the demonstration that aging is not 
necessarily associated with disease and deteriora- 
tion. In many studies, both in the physiologic and 
psychologic areas, it has been shown that many of 
our common beliefs about the impairments in 
older people are without basis in fact. For in- 
stance, it has been shown that with adequate 
protein, calcium, and vitamin D intake, older 
people are still able to form new tissue and to 
accumulate calcium in their bones. In the psy- 
chologic area, it has been shown that the decre- 
ment in intelligence with age is much less than 
had previously been supposed and that in su- 
perior adults, the fall in intellectual capacity is 
scarcely measurable. N. W. Shock, Gerontologic 
Research. Pennsylvannia M.J. April 1954. 
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THE THREAT OF PULMONARY 


CARCINOMA 
Arthur S. Webb, M.D. : 
Malignancies of the lungs are a great chal- 


lenge. The incidence of lung cancer is at least 
equal to that of the stomach. The ratio of males 
to females is four to one. The etiology is un- 
known. The growth may occur anywhere in the 
lung. It may be in a major or lesser bronchus. 
It may result in ulceration and occlusion with 
atelectasis. Secondary infection may occur. Such 
an infection may be a simple pneumonitis, a 
bronchiectasis, or multiple abscesses. Recurrent 
pneumonitis is suggestive. More rarely obstruc- 
tive emphysema may occur. A tumor in a small 
bronchus. or at the periphery of the lung field 
may grow to considerable size before symptoms 
occur. The symptoms may vary according to the 
location of the growth and its direction of spread. 
A tumor of the hilum may involve a major bron- 
chus with resulting cough — dry or moist with 
possible hemoptysis. If the growth penetrates the 
pleura, there may be pain from the pleura and 
intercostal nerves. The common symptoms are 
cough, hemoptysis, dyspnea, wheezing, pain and 
fever. It must be emphasized that there are no 
characteristic signs or symptoms. The patient 
may be completely asymptomatic. Unexplained 
persistent cough is suggestive of pressure. A 
cough of six weeks or longer, even in the presence 
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EDITORIALS 


of a normal chest film, should be persistently 
followed until explanation can be made. This 
diagnosis which formerly was regarded as rare, 
today is common. Survey films and hospital ad- 
mission films has emphasized the finding and 
importance of a coin shadow in the lungs. When 
an unexplained shadow is noted in a roentgen 
film of the chest, it may be necessary to utilize 
many further procedures such as: fluorscopic 
study ; roentgenograms at different angles ; bron- 
choscopy with cytology of aspirated mucus ; tissue 
biopsy obtained in bronchoscopy ; bronchography ; 
biopsy of a lymph node; biopsy of the pleura; on 
biopsy of the lung. When procedures fail to 
establish the diagnosis, exploratory thorocotomy 
should be done. The mortality of this operation 
is about the same as that of an appendectomy. 
The early diagnosis of a lung malignancy is 
important. Too many are discovered too late. 


The family physician should encourage the 
taking of chest films at least annually in all 
people. Heavy smokers, and those exposed to some 
industrial irritants, should have films every three 
months. In this day with the less expensive 
scout film, there is no excuse for neglect of this 
problem. By doing this and being assiduous 
in the study of individuals with suggestive film 
shadows, the mortality rate of this carcinoma will 
be reduced. The increasing incidence is evidence 
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enough to warrant a persistent attack. The re- 
search now being done will eventually reveal the 
reasons for the increase and we may have further 
means of attacking this problem. 


WE ARE 47TH IN PERCENTAGE 
OF AUXILIARY MEMBERSHIP! 

The Illinois State Medical Society is proud of 
its Auxiliary. The Society has learned never to 
underestimate the power of the women. They 
have contributed of their time and money to the 
Benevolence Fund. They have assisted in all 
county public relations programs. They have 
coniacted their congressmen and expressed their 
opinions on legislation affecting their husband’s 
profession. They have “manned” the State So- 
ciety booth at the Illinois State Fair and at 
county fairs throughout the state. They have 
assisted the Committee on Medical History in 
its statewide work. Every physician should be 
familiar with the work the Auxiliary has done 
and is doing in the nurse recruitment program. 
The Auxiliary published the “Auxiliary News” 
four times each year. The list is long and rather 
impressive. 

When the members of the Auxiliary to the 
Illinois State Medical Society attend meetings 
of the A.M.A. Auxiliary at the same time their 
husbands attend regular sessions of-the national 
society, we find a rather peculiar situation facing” 
them. ILLINOIS IS THE 47%th STATE IN 
PERCENTAGE OF MEMBERSHIP IN THE 
AUXILIARY. 

Maryland is 48th with 23.48% of the wives 
affiliated with that Auxiliary. Illinois is 47th 
with 26.01%. Kansas has 91.38%, Pennsylvania 
has 45.62%, Ohio has 63.50%, Texas has 
83.45%, California has 45.63%, and so it goes! 

It would seem that the members of the Illinois 
State Medical Society could cooperate with the 
Auxiliary to see that new county society auxili- 
aries are organized. If there is some valid reason 
why the county society does not desire to organize 
an Auxiliary, individuals may join the Woman’s 
Auxiliary to the Illinois State Medical Society 
as MEMBERS AT LARGE. The chairman for 
Members-at-large for the coming year is:—Mrs. 
Walter Shriner, 913 Williams Blvd. Springfield, 
Illinois. 

If your county medical society desires to organ- 
ize an Auxiliary, a letter to the President will 


give you the information necessary to proceed. 
She will contact the Councilor for the Auxiliary 
in the District — and the wheels will turn. For 
information, you may write to: Mrs. A. T, 
Kwedar, President Woman’s Auxiliary — 
LS.M.S. 1123 South Grand Avenue West; 
Springfield, Illinois. 

The Illinois State Medical Society the 
FOURTH LARGEST SOCIETY IN THE 
UNITED STATES. Our Auxiliary should not 
be asked to attend national meetings as the 47th 
state auxiliary. 

The drive for MEMBERS AT LARGE in the 
Auxiliary should be one of the important activi- 
ties for each county medical society where an 
Auxiliary is not organized. Dues are outlined in 
the Auxiliary Constitution and By-Laws for 
Members-at-large, as follows: 

“A Member-at-Large shall pay annually to the 

State Auxiliary dues of three dollars ($3.00), 

of which one dollar ($1.00) shall go to the na- 
--tional Auxiliary, and one dollar ($1.00) to the 

Benevolence Fund.” 

Before the next annual meeting of the Nation- 
al Auxiliary membership in the Woman’s Auxili- 
ary to the Illinois State Medical Society should 
increase materially. 


DISEASES TRANSMITTED TO MAN 
FROM ANIMALS 

Zoonosis is any disease in man acquired from 
lower animals. According to WHO News, more 
than 80 diseases are in this category. Of these, 
27 are transmitted to man by livestock (cows, 
oxen, pigs, horses, etc.) ; 26 by dogs; 14 by cats; 
and the remainder by different forms of wild 
life. 

Authorities who are fighting disease on a 
global scale are directing their attention to bovine 
tuberculosis, leptospirosis, Q fever, brucellosis, 
and rabies. The latter is a serious problem in 
many parts of the world and control is achieved 
by concentrating on the main culprit — the dog. 
Campaigns include quarantine measures, elimi- 
nation of strays, and vaccination of the dog pop- 
ulation. 

Bovine tuberculosis is responsible for 10 per 
cent of human tuberculosis in countries where 
there are no regulations against the consumption 
of raw milk. Leptospirosis is the scourge of rice 
growing areas and, like Q fever, is always a threat 
to butchers, veterinarians, and farmers. 
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CURRENT SOCIO-ECONOMIC 
PROBLEMS 

Many regard the social and economic problems 
that plague the medical profession today a 
natural evolution rather than part of the social 
revolution that is sweeping the modern world. 
The situation stems from the progress made in 
diagnosis, treatment, and prevention. We have 
made medical care so good, everyone wants it at 
a price he can afford. 

We wish to believe this, but it is difficult in 
face of the increasing number of people who are 
ready to accept the “welfare state.” There is a 
strong lobby in Washington advocating an ex- 
tension of Veterans’ medical care. Congress will 
he asked to decide whether the American tax- 
payer should finance the medical care of non- 
service connected illness. This is known popularly 
as the VA route to socialized medicine. 

The defeated legislation on government sub- 
sidies in the field of private and voluntary health 
insurance (reinsurance) also was viewed with 
suspicion. The government proposal to pay up 
to 75 per cent of abnormal losses was aimed at 
protecting the insurance carrier but many _be- 
lieve it would encourage the carriers to take 
greater risks. In addition, with mismanagement, 
it was too easy to expand into a full scale na- 
tional compulsory plan. 

Private insurance and voluntary, nonprofit 
associations such as Blue Cross and Blue Shield 
have done a wonderful job but many believe these 
plans are not comprehensive enough and are 
easily abused. Por this reason, deductible and 
catastropic insurance plans are being studied by 
various organizations. Abuse is minimized when 
the insured individual pays something. A $50 
to $100 deductible clause takes care of this. The 
individual pays minor medical bills but is pro- 
tected against higher expenses. It is the latter 
that most of us worry about because no one wants 
to lose all his savings or end up in debt because 
of sickness or accident. 

The State Medical Society of Wisconsin re- 
cently approved a plan for catastrophic illness 
insurance which provides 100 per cent coverage 
for professional services among participating 
physicians. Coverage up to $5,000 per person and 
$15,000 per family is allowed for one accident 
or illness. The deductible aspect enters the pic- 
ture in payment for other services. They will 
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pay 80 per cent of the cost of the ambulance, 
laboratory, x-ray, and physical therapy. They 
also will provide 80 per cent of special nursing 
care, blood or plasma, drugs and medicine, ap- 
pliances, and rental fees for equipment. 


REPORT ON THE DOCTOR DRAFT 

This article has been prepared to inform you 
of the recent changes in the processing of physi- 
cians for military service. It also includes statis- 
tics in processing the June 1954 graduates of the 
medical schools in Illinois. 

As you know, this Committee reopens the cases 
of all physicians who are classified essential, rec- 
ommending them available where possible in 
order that some of them who were previously 
essential could begin to fulfill their military 
obligation. We have done this because the Nation- 
al Advisory Committee requested that we very 
carefully veview all physicians in priorities I 
and II of all ages, and priority III born after 
30 August 1922. 

The calls for special registrants under the 
Doctor Draft have increased. We believe this 
is due to the fact that a large number of profes- 
sional people entered on active duty in 1952, and 
replacements must now be sought for them on 
their release from active duty after two years of 
service. There is not a large pool of doctors 
ready and available for service. The Advisory 
Committee has had to tighten its regulations with 
no recommendation of essentiality being given 
unless the individual can be clearly proven to be 
necessary to the maintenance of the National 
health, safety and interest. 

The cases of all individuals in priorities I and 
II, who are still classified as essential, were re- 
opened in April with the result that many have 
been recommended as available. After a careful 
review, the Committee found there are still eleven 
physicians essential to their local communities 
— five in priority I located in the communities 
of San Jose, Norris City, Fisher, Saybrook and 
Virginia, Illinois. There are six in priority IT 
who are located at O’Fallon, Annawan, Galva, 
East St. Louis, Centralia and Havana, Illinois. 
There are still five physicians in the teaching 
profession who are not available. The cases of 
the physicians currently classified as essential 
to their local communities or the teaching field 
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will be reopened in October to determine where 
an available recommendation can be sent. In 
granting further essentiality careful considera- 
tion will be given to the effort made by the com- 
munity or the dean of the school to secure a 
replacement. 

Since 1 July 1954, this Committee has not 
declared any resident physician to be essential, 
due to the policy announced by the National 
Advisory Committee, nor will it request an es- 
sential classification for a resident unless the 
hospital can prove it cannot operate without his 
services. He literally must be the only resident 
in that field in that hospital, with no one to re- 
place him. 

The Armed Forces have estimated they may 
need approximately 4,000 physicians between 1 
July 1954 and 30 June 1955. Illinois has already 
had a call for 31 in June, 17 in July and 73 in 
August. These are all physicians and have been 
allocated to the Navy on the first two calls, and 
on the third call to the Navy and Air Force The 
Army is not commissioning physicians at this 
time, but is merely calling to active duty all 


June 1954 Graduates of 
Priority Two Physicians 


those liable who hold reserve commissions. 

In talking to the medical school students this 
past June, we requested them to fill out our Ad- 
visory Committee questionnaire. I think it worth 
while to point out to you the statistics compiled 
from the questionnaires sent in by the graduates 
on their liability for service. Listed below are 
the statistics. 

The National Advisory Committee has re- 
quested that all doctors liable for service as both 
regular and special registrants be informed of 
the urgent need for filing applications for com- 
missions and immediate active duty. This urgen- 
cy for doctors liable for service to make early 
applications for commissions and immediate ac- 
tive duty is further stressed by recent changes 
in the processing of special and regular regis- 
trants. In order that you may fully understand 
these changes, I am quoting below Illinois Selec- 
tive Service State Memorandum No. 16-3F, 
Subject: Postponement of Regular Registrants 
who are also Special Registrants. Since this is 
so well stated, I believe no further explanation 
is necessary by this Committee. 


Illinois Medical Schools 


Year of Birth No. of Men Amount of Creditable Received 
Military Service 
1923 1 ° 15 Months ASTP Training 
1924 1 7 Months V-12 Training 
Priority Three Physicians 
Year of Birth Number 
1921 
1923 1 
1924 1 
1925 1 
1926 4 
1927 9 
1928 51 
1929 100 
1930 41 
1931 6 
TOTAL. 215 
Priority Four Physicians 
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1 
This makes a total of 117 Priority four graduates who filled out our Advisory Committee questionnaire. 
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State Memorandum No. 16-3F 


Subject: Postponement of Regular Registrants 
Who Are Also Special Registrants 

1. The following State Memorandums are 
hereby rescinded: 16-3C, 16-3D, and 16-3E. 

2. Operations Bulletin No. 88 has been re- 
vised as of 16 July 1954. Under the new provi- 
sions DD Forms No. 390 will not be forwarded 
io the registrant and the local board will not 
take part in the processing of the commission. 
The local board should advise the registrant that 
he will be processed for induction as a regular 
registrant without regard to his special registra- 
tion status; however, he will have his induction 
postponed if, prior to his actual induction, he 
presents official proof that he has applied for a 
commission and also for immediate active duty. 

3. The registrant must not only apply for a 
commission but he must also at the same time 
request immediate active duty to take effect as 
soon as the com. ission is issued. This immediate 
active duty mst be requested at the time the 
application for commission is filed. Some of the 
Armed Forces officer procurement offices will 
notify the local board directly of the filing of the 
application and request for active duty. Other 
offices, including the Army, Navy, and Air 
Force Departments in Washington, may either 
notify the local board directly or only notify the 
registrant of the filing or receipt of these applica- 
tions. In case only the registrant is notified, he 
should show the notice to the local board and the 
clerk should make a notation of the date and 
information for,the Cover Sheet. Either of these 
methods of notification will be acceptable. The 
only requirements are that the notice must (1) 
be from the Army, Navy, or Air Force, (2) 
show the date of application, and (3) specify 
that immediate active duty is requested. 

4. The registrant will be ordered to report for 
induction in his regular turn. If the above in- 
formation is in the file when his induction order 
is mailed, the registrant’s induction will im- 
mediately be postponed and the next available 
registrant will be placed on the induction call 
in his place. If the information is received after 
the induction order is mailed and any time up 
io the actual induction, the induction will be 
postponed. The postponement will be “until 
further notice,’ and the authority for the post- 
ponement is section 1632.2 (a) of the Regula- 
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tions. If time permits, another registrant will 
be substituted in the induction call. 


5. If a registrant applies for a commission 
but there is no official evidence in the file that 
he has requested immediate active duty, he is not 
eligible for any postponement of induction under 
the provisions of this State Memorandum. 

6. The local boards should mail their induc- 
tion orders as soon as possible after receipt of 
a call from State Headquarters so as to to give 
each registrant as much time as possible to proc- 
ess his commission. In order to further assist 
the registrant when he is placed in Class 1-A and 
the processing begins (for dentists and veteri- 
narians after graduation, and for physicians after 
completion of internship) the local board should 
notify the registrant by letter as follows: 

“You will be processed for induction as a 
regular registrant without regard to your status 
as a special registrant. Your induction as an 
enlisted man will be postponed if, prior to actual 
induction, your present official evidence to this 
local board that you have applied for a commis- 
sion in the Army, Navy or Air Force with a re- 
quest for immediate active duty. It is your re- 
sponsibility to initiate this action and to keep 
your local board notified of all actions taken. You 
may contact this local board for further infor- 
mation including the addresses of the officer 
procurement offices of the Armed Forces.” 


7. In case one branch of service should refuse 
to accept the registrant’s application he should 
immediately apply to another, since a reject 
application is not a basis for postponement. Reg- 
istrants being processed under this State Mem- 
orandum need not be processed separately as 
special registrants. Regular registrants who are 
also special registrants and who have been found 
disqualified as regular registrants may be proc- 
essed as special registrants in accordance with 
Clerical Instructions Nos. 170 and 177 (para- 
graph 1). 

8. Registrants who have already applied for 
commissions under the previous provisions of 
Operations Bulletin No. 88 should be contacted 
to determine their current status. When their 
papers were forwarded, the Surgeon General of 


~ 


the Army was to allocate them to some branch of 
the Armed Forces which would then contact the 
registrant and furnish him with the necessary 
application papers. Such a registrant must not 
delay in completing these papers and also must 
request immediate active duty. Should he delay 
in processing the application or not request ac- 
tive duty, his postponement will be terminated. 

9. Applications for commissions may be made 
at any of the following officer procurement of- 
fices : 

ARMY : Medical Officer Procurement Section, 
Sth Army Headquarters, 1660 East Hyde Park 
Blvd., Chicago 15, Illinois. Or: The Surgeon 
General, Department of the Army, Washington 
25, D. C. 

AIR FORCE: The Air Surgeon General, De- 
partment of the Air Force, Washington 25, D. C. 
(All Air Force applications must go here) 

NAVY: Office of Naval Officer Procurement, 
844 North Rush Street, Chicago, Illinoiss Or: 
Office of Nava] Officer Procurement, 12th and 
Market Streets, St. Louis 1, Mo. Or: The Sur- 
geon General, Department of the Navy, Washing- 
ton 25, D. C. 

PAUL G. ARMSTRONG 
State Director 


This Committee will continue to reopen the 
cases of all men still classified as essential, with 
the object of making every possible man available 
inasmuch as we do not want to have to call the 
older priority III physicians for service. We be- 
lieve that as many as possible of those in priori- 
ties I and II should be called in order that they 
may fulfill their military obligations prior to 
calling the older priority III’s. 

Carl F. Steinhoff, M. D. 
Chairman 
Illinois Advisory Committee 


RETROLENTOL FIBROPLASIA—A 
CHALLENGE TO MEDICINE 

Because of the marked increase in the inci- 
dence of retrolental fibroplasia which has become 
the most important single cause of blindness in 
pre-school children, our need for knowledge con- 
cerning its incidence, the social and medical 
problems it presents and information concerning 
other ocular problems possibly associated with 
prematurity has become paramount. 

At the request of the Chicago Ophthalmologi- 
cal Society, the Illinois Society for the Preven- 
tion of Blindness has agreed to undertake a study 
of the problem. The State Department of Public 
Health, the Chicago Board of Health and the 
Chicago Pediatric Society have already agreed 
to participate and other key state groups are 
being invited. 

Retrolental fibroplasia is a new ocular disease. 
The first cases of it were described in 1942. It 
occurs almost exclusively in infants whose birth 
weight is three pounds or under, born six to eight 
weeks prematurely. Almost everything about the 
disease is known, except what causes it and how 
to prevent it. Once fully developed, the tissue 
changes are irreparable. Intensive research and 
study about it is going on throughout the world. 
There appears to be a geographic variation in the 
incidence, which adds to the puzzle. In many 
cases, it results in total and hopeless blindness. 
It causes grave concern to obstetricians, pedia- 
tricians, and particularly ophthalmologists, con- 
stituting a most urgent and baffling challenge to 
medicine. The disease hits families of every 
economic, cultural and racial condition. 

The co-operation, help and interest of all phys- 
icians in Illinois is urgently requested, particular- 
ly general practitioners, obstetricians, pediatri- 
cians, ophthalmologists, in supplying essential 
and pertinent information which may be re- 
quested. 
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MEDICAL ECONOMICS 


The Medical Economics Committee. Jehn R. Wolff, Chairman, Walter C. Bornemeier, 

Edward W. Cannady, Roland R. Cress, Jr., E. F. Dietrich, W. W. Fullerton, Edwin F. 

Hirsch, Frederic T. Jung, W. R. Maloeny, Caesar Portes, William Requarth, Frederick W. 
Slobe. 


Health Agencies 


Everyone is interested in good health and in 
preventing disease. We as physicians recognize 
our responsibility as the guardians of the nation’s 
health. We also realize the natural emotional 
response of all individuals toward pleas of help to 
aid the unfortunate. 

Our television sets are alive with drives to erad- 
icate cancer, cerebral palsy, muscular dystrophy, 
leukemia, and heart disease. We are asked to buy 
Mother’s Day séals, and tuberculosis seals. We 
contribute to the March of Dimes, the Red Cross, 
and other allied groups. We give our millions to 
these noble causes. Then we skeptical physicians 
wonder as to the accomplishments. 

This skepticism is healthy because if we in- 
vestigate rather than “gripe”, we will find out 
that all these agencies are doing terrific jobs. 
Then if we too get in there and pitch, these 
groups will do even better. 

If you doubt this—let’s look at the record. 
What happened to the great white plague? The 
incidence of tuberculosis has certainly waned. 
Remember when the tuberculosis hospitals were 
overcrowded and had long waiting lists? Remem- 
ber when this disease was always fatal by the 
time a diagnosis had been established. 

Long ago, we knew that if you diagnosed 
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tuberculosis early, isolated the patient to prevent 
spread, and treated him in an appropriate fash- 
ion many would be cured and few would contract 
the disease. Yet we did not have enough hospital 
beds; we had few funds for research; and we 
had no public support for our ventures. 

Finally, someone conceived the idea of raising 
money by selling tuberculosis seals at Christmas 
time. This was a great success—not only in rais- 
ing funds—but in awakening everyone to the 
problem. Tuberculosis control committees were 
formed by medical societies, and citizens organ- 
ized tuberculosis eradication committees. Govern- 
mental groups became interested—entire popula- 
tions were surveyed for tuberculosis. Early diag- 
nosis, hospitalization, and adequate therapy be- 
came the order of the day. Today we can see the 
results. 

Yet we physicians continue to remain skeptical, 
confused, and afraid concerning many of these 
laymen sponsored ventures. 

Let’s study the development of one specific 
venture in Chicago, the Cancer Prevention Cen- 
ter, Incorporated, of Chicago. 

We all know that one of the great secrets in 
the cure of cancer is early diagnosis. If we could 
examine all our patients, at least every six 
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months, we could detect lesions of the skin, oral 
cavities, breast, pelvis, and rectum in their earli- 
est phase. In spite of the tremendous public in- 
terest in cancer, in fund raising, research, and 
hopes of finding cures, little had been done in 
response to our plea of just being able to examine 
healthy individuals at repeated intervals. 

About twelve years ago, an alert physicans’ 
wife in Chicago decided to do something about 
this. She converted a group of doctors to this 
cause and organized this cancer prevention 
center. It is still going strong and doing a won- 
derful job. 

This cancer prevention center was organized 
with the idea of showing the layman what a 
physical examination is like, of lecturing to him 
about cancer, of communicating the findings at 
examination to the patient’s doctor, and encour- 
aging the patient to have his followup and re- 
peat examinations by his own physician. 

When this group first went to work, doctors 
in general were skeptical. The results obtained 
might not justify the time and energy involved. 
This seemed to be a form of socialized medicine. 
It would take patients away from the doctors’ 
office. Laymen would be controlling medical 
care. It would set up a group of pretended 
super-specialists. 

One of the members of this Medical Economics 
committee felt that way, so he decided’ to’ become, 
a part of the Cancer Prevention Center just to 
see how they function. He was awakened to the 
goodness of this work and is now Medical Direc- 
tor of the Center. Leaders of medicine work 
along with the health conscious leaders of our 
community, to help the Center in their work. 

Today the Cancer Prevention Center is accom- 
plishing its purpose and in an ethical manner. 
Only healthy people are examined. History, com- 
plete physical examination, including sigmoid- 
oscopic examination, chest x-ray and complete 
blood studies are performed on every patient. 


Vaginal smears are studied in all females. When 
abnormalities are discovered the patients are 
called back to be seen by consultants. They return 
for a group meeting where the Director lectures 
to them on cancer, the purposes of the clinic, and 
the need of seeing their doctor who can do this 
examination himself. Each patient is advised to 
see his doctor, and where abnormalities are 
found, a letter is mailed to the patient’s doctor. 
Each patient is given a card to present to his 
doctor, who can mail it to the Center to obtain 
the findings of the examination. No treatment 
is given at the Center. If a patient does not have 
a doctor, the patient is referred to one on the 
panel given to the Center, by the Chicago Medical 
Society. 

The Cancer Prevention Center is self support- 
ing from contributions and from a small fee 
charged for examination. The only doctors who 
do not give their services free are the ones who 
originally examine the patients. These young 
men are compensated in a small fashion. 

The value of these examinations has been well 
proven, The statistical studies of patients seen, 
cancers detected, and other pathology noted have 
all been presented in our authoritative medical 
journals. 

The purpose of this discussion of one small 
health agency is to demonstrate what can be 
accomplished when all the people interested in 
health work together. 

We must recognize the idealism and purity of 
purpose of the public spirited citizens within 
these organizations. We must join with them; 
by so doing, we can direct their efforts toward 
attaining the goals in mind. 


We must lead them in this method of attack- 
ing disease. We can do this easily by all of us 
working together in a voluntary way, can avoid 
governmental help and can proceed to improve 
America’s health in the American way. 


Medical Journal 
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Slogan 
The Medical Society of New Jersey has 


adopted as its public relations slogan for 1954- 
55 this sound principle of all P.R. programs: 
“Public Relations for medicine means Personal 
Responsibility for You!” 

Coroner Reform 

One personal responsibility every member of 
the Illinois State Medical Society can keep in 
mind over the next year is the need for reform 
of the system of investigating unexplained 
deaths. Currently this function is by statute the 
duty of the corener of each county. For 30 years 
or so it has been recognized that the resources 
and advances of modern medicine have not been 
brought into play as they should be if the true 
cause of death is to be determined in every case. 
In only a minority of counties, in fact, is the 
coroner a physician and probably few even of 
these men have any training in the scientific dis- 
ciplines involved, the medicolegal problems and 
in homicide investigation. The result is that 
many deaths are never adequately studied, un- 
doubtedly some murders and suicides go unrec- 
ognized and innocent persons are unjustly ac- 
cused, 

An important by-product of this state of af- 
fairs is the observation that many of our statis- 
ties on causes of death, particularly heart dis. 
ease, may logically be questioned. It is easier for 


for September, 1954 


THE P.R. PAGE 


/ 


a coroner’s physician to write “heart disease” and 
sign the death certificate, when there is nothing 
particularly suspicious about the case, than it is 
to make a proper examination and autopsy. 

Moreover, without adequate study, many new- 
ly developed causes of death may go unrecog- 
nized. The exposure of the wide-spread illicit use 
of barbiturates or “goof-balls’ came about 
through the scientific efficiency of the medical 
examiner’s office in New York. The pathologist 
has many times uncovered new industrial hazards 
developing with new products and processes. 

Against the precision and accuracy of good 
pathology, Illinois can offer only the obsolete 
coroner’s jury of six “good and lawful men” 
chosen from the neighborhood, (usually the 
court house loafers) whose opinion as to cause 
of death would be worthless if they had one. The 
futility of the process is recognized in the law, 
which forbids the use of evidence and findings 
of a coroner’s inquest in any future lawsuit. 

Medicine has long realized the need for reform 
and in fact presented a bill designed to establish 
a medical examiner system to the last session of 
the General Assembly. It did not pass, but will 
undoubtedly be presented again next year. The 
opposition comes largely from politicians on both 
sides, who do not want to surrender the patron- 
age and perquisites involved. Only determined 
public pressure can put the bill over. 
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The time, however, is especially propitious for 
a serious effort. Recently in Chicago a prolonged 
coroner’s inquest again emphasized the ridiculous 
futility of the procedure and roused strong feel- 
ings among all who observed. The Chicago Daily 
News, for instance, assigned its science writer, 
Arthur J. Snider, to write a series of articles on 
the coroner system and the need for reform. The 
series was well done and presented sound evi- 
dence which will be valuable in persuading legis- 
lators next year. 

Meanwhile every member can help by talking 
to his own legislators and organizing popular 
sentiment for reform. 


Infiltration 
The recent hassle in Chicago between the 


American Medical Association and the American 
Legion over the Legion’s demand for free medi- 
cal care for all illnesses of veterans and their 
families again brought the issue into the open. 
The national commander accused medicine of 
opposing all medical care for veterans. This was 
a deliberate mis-statement, on which Dr. George 
F. Lull, American Medical Association general 
manager, called him immediately. The American 


Medical Association has always accepted the 
principle of full medical care for service-con- 
nected disabilities and for tuberculosis and 
neuropsychiatric cases. 

It is difficult to picture the Legion, which is 
so patriotic that it considers the Girl Scouts 
subversive, as setting up the strictly un-American 
doctrine that the veteran, by the fact of his serv- 
ice, is a “special class of citizen” and entitled to 
privileges, such as free medical care for life. 
That is, however, exactly what the Legion has 
maintained and still maintains. The “veteran” 
may have spent only a couple of months in the 
Army as a yardbird picking up papers around 
Camp Grant before his N.P. discharge came 
through, but, the Legion holds, he is a special 
citizen, whom the others must care for for life. 

The flareup calls attention to the fact that 
many physician veterans, eligible for Legion 
membership, have not joined. More are members, 
but are not active. 

. If there were more agressively active physician 
members in the Legion, it might be possible to 
inject a c. c. or two of sanity into Legion leaders 
and bring them back to sound social, economic 
and patriotic views. 


HOW TO WIN THE YOUNG PATIENT? 

I should like to present some simple sugges- 
tions that might serve to build new relationships 
between ourselves and the children we serve. If 
and when possible we might encourage parents 
to prepare children for their visit to the doctor, 
honestly and forth-rightly, free of alarm, and 
full of explanation and understanding.. If we 
are to accommodate children in our offices, let us 
make provision for them with a playroom or a 
play area in the corner of the waiting room, 
adequately demarcated by a simple rail and con- 


taning toys, books, crayons, paper, and other sim- 
ple things to captivate the interests and divert 
the attention of children. If there are children in 
the family other than the one needing attention, 
encourage the mother to bring the others to the 
play area so that they may enjoy the visit to the 
doctor’s office as an excursion into a new play 
experience, so that the doctor’s office will connote 
fun instead of fright. Often a box of lollipops on 


the doctor’s desk will help the child to relate to. 


the doctor as a friend who understands. Robert 
W. Foote, M.D., J. Tennessee M. A. March, 1954. 
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TREATMENT IN PSYCHIATRY 

LECTURES ANNOUNCED 
The fifth annual North Shore Health Resort 

lecture series on “Treatment in Psychiatry II” 

has been announced by Samuel Liebman, M.D., 

medical director of the hospital. 

All physicians are invited to attend without 
charge. A question and answer period follow 
each lecture which begins at 8:00 P.M. at the 
hospital, 225 Sheridan Road, Winnetka. The pro- 
gram follows: 

Oct. 13; 1954—The Evaluation of the Patient’s Emo- 
tional State by the General Practitioner, F. C. Red- 
lich, M.D., Professor and Chairman, Department of 
Psychiatry, Yale University, School of Medicine. 

Nov. 3, 1954—The Medical and Psychological Value of 
a Thorough Physical Examination, Stewart G. Wolf, 
Jr., M.D., Professor and Head of the Department of 
Medicine, Consultant Professor of Neurology and 
Psychiatry, and Supervisor of Clinical Activities of 
the Oklahoma Medical Research Foundation. 

Dec. 1, 1954—The Physician’s Responsibility to Patients 
Suffering from Emotional Disorders, Edwin F. 
Gilder, M.D., Professor of Psychiatry and Head, 
Department of Neuropsychiatry, Washington Univer- 
sity School of Medicine; Psychiatrist-in-Chief, 
Barnes and Allied Rospitals; Section Head in Psy- 
chiatry, St. Louis City Hospitals. 

Jan. 5, 1955—The Relationship Between the Physician, 
the Patient and His Family, Fritz Kant, M.D., Pro- 
fessor of Neuropsychiatry, University of Wisconsin 
Medical School. 

Feb. 2, 1955—What and How to Tell the Patient and 
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His Relatives of the Patient’s Serious Physical Dis- 
order, D. Ewen Cameron, M.D., Director of the 
Allan Memorial Institute of Psychiatry; Professor 
of Psychiatry and Chairman of the Department, 
McGill University ; Psychiatrist-in-Chief, Royal Vic- 
toria Hospital, Montreal, Canada. 

Mar. 2, 1955—The Value of Listening, Understanding 
and Not Judging, Lawrence C. Kolb, M.D., Professor 
of Psychiatry, College of Physicians and Surgeons, 
Columbia University; Director, New York State 
Psychiatric Institute. 

Apr. 6, 1955—The Value of Emotional Support and 
Environmental Manipulation, Raymond W. Wag- 
goner, M.D., Professor and Chairman of the Depart- 
ment of Psychiatry, University of Michigan Medical 
School; Director of the Neuropsychiatric Institute 
of the University of Michigan. 

Apr. 27, 1955—The Need for Limits to Permissiveness, 
Louis B. Shapiro, M.D., Staff Member, Institute for 
Psychoanalysis, Chicago. 

June 1, 1955—The Effect of Psychiatric Treatment 
upon the Patient’s Goals, Jacob E. Finesinger, M.D., 
Professor and Head, Department of Psychiatry, Uni- 
versity of Maryland School of Medicine, Chief Psy- 
chiatrist, University Hospital, Baltimore. 


CLINICS FOR CRIPPLED CHILDREN 
LISTED FOR OCTOBER 


Twenty-two clinics for Illinois’ physically 
handicapped children have been scheduled for 
October by the University of Illinois Division of 
Services for Crippled Children. The Division will 
conduct 17 general clinics providing diagnostic 
orthopedic, pediatric, speech and hearing ex- 
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aminations along with medical social and nursing 
services. There will be 4 special clinics for chil- 
dren with rheumatic fever and 1 for cerebral 
palsied children. 


Clinics are held by the Division in cooperation 
with local medical and health organizations, both 
public and private. Clinicians are selected among 
private physicians who are certified Board mem- 
bers. Any private physician may refer to or bring 
to a convenient clinic any child or children for 
whom he may want examination or may want to 
receive consultative services. 

The October clinics are: 

October 5 — Flora, Clay County Memorial 


Hospital 
October 5 — Quincy, Blessing Hospital 
October 6 — Hinsdale, Hinsdale Sanitarium 
October 7% — Sterling, Field House 
October 7% — Cario, Public Health Building 
October 8 — Chicago Heights (Rheumatic 


Fever), St. James Hospital 

October 12 — East St. Louis, Christian Wel- 
fare Hospital 

October 12 — Peoria, St. Francis Children’s 
Hospital 

October 14 — Elmhurst (Rheumatic Fever), 
Memorial Hospital of DuPage County - - 

October 14 — Litchfield, Sihler School 

October 14 — Springfield, St. John’s Hospital 

October 19 — Danville, Lake View Hospital 

October 20 Alton, Alton Memorial Hos- 
pital 

October 20 — Chicago Heights, St. James 
Hospital 

October 21 — Rockford, St. Anthony’s Hos- 
pital 

October 22 — Chicago Heights (Rheumatic 
Fever), St. James Hospital 

October 26 — Effingham (Rheumatic Fever), 
St. Anthony’s Memorial Hospital 

October 26 — Peoria, St. Francis Children’s 
Hospital 

October 27 — Elgin, Sherman Hospital 

October 27 — Springfield (Cerebral Palsy), 
Memorial Hospital 

October 28 — Bloomington, St. Joseph’s Hos- 
pital 

October 28 — Mt. Vernon, Masonic Temple 


A PLAN TO INCREASE COUNTY 
SOCIETY ATTENDANCE 

Having observed for many years the usual poor 
average attendance at the meetings of the County 
Medical Societies throughout Illinois, has 
prompted me to write to you concerning this dis- 
tressing condition and to try to offer a suggestion 
for improvement. 

Many years ago the attendance was poor be- 
cause of bad roads and lack of convenient ways 
to travel. he loss of time was an element. Good 
speakers were scarce. 

Now this has been changed. Good instructive 
speakers are easy to obtain and the good roads 
and autos make it easy and pleasant to attend 
with very little loss of time. 

However, with all these advantages many of 
the member physicians simply do not attend. 
They will attend the staff meetings of their hos- 
pitals because they think they must in order to 
preserve their standing and rights in the hospital 
with which they are affiliated. 


But when it comes to attending the meetings 
of their own medical society so many take very 
little interest or make any effort to attend. In 
fact they try to find reasons and excuses for not 
attending. Some use it as an excuse to take the 
afternoon or evening off; to go fishing; attend a 
show, work at home and some I am sorry to say 
hope to profit by getting their fellow practi- 
tioners patients. 

Now how can this be changed? Why do they 
not take more interest and pride in their own 
professional organization? Is there anyway this 
can be changed? The members of the labor or- 
ganizations take great care and interest to attend 
their meetings. 

It is never too hot, or cold or late for them to 
attend even if they do not like the officers or 
some of their fellow workers. 

The writer of this is an active Rotarian and 
wishes to mention how they stress regular at- 
tendance. Reports are made monthly of the at- 
tendance of all the District Clubs in Southern 
Illinois. 

It seems to me if some record was made of 
the percentage attendance at our medical meet- 


ings and this was published about quarterly by . 


the State Secretary and sent to every County that 
it would help the attendance. Some prizes at the 
end of the year might be awarded the Society 
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having the largest percentage of attendance. The 

writer would like to hear from other secretaries 

on this subject. The fact remains what is the use 

of having meetings unless the members attend ? 
J. Q. Roane, M.D., Secretary 
Clinton County Medical Society 
Carlyle, Illinois 


AUXILIARY PRESIDENT’S MESSAGE 


As we begin another year of activity, I wish 
io extend the greetings of the Auxiliary to the 
members of the Illinois State Medical Society. 

The position that we occupy as doctors’ wives 
brings with it many responsibilities and never be- 
‘ore has it been more necessary that we assume 
our obligation to our home, church and com- 
munity. 

“Leadership in the community in health serv- 
ice” is the theme chosen by our National Presi- 
dent, Mrs. George Turner. If we are to assume 
this position of leadership, we must plan and de- 
velop a program of health education and service 
that will make us better citizens as well as better 
doctors’ wives. The people of a community look 
to the doctor’s wife for guidance and help in 
health problems. 

Many fields of endeavor are open to us. There 
is a serious shortage of nurses in many communi- 
ties throughout the country. We can help to in- 
ierest girls in choosing the nursing profession by 
establishing Future Nurses’ Clubs. We can pro- 
vide scholarship and loan funds to aid them in 
securing the negessary education. We can work to 
make our community a safer place in which to 
live. The death toll due to traffic accidents is ap- 
palling. It is just as important to save a healthy 
life as a diseased one. Then there is the field of 
mental health and, of course, civil defense is still 
a ‘must’. We can stimulate better health educa- 
tion by increasing our subscriptions to Today’s 
Health. The auxiliary will continue to make gen- 
erous contributions of the Benevolence Fund. 

Grover Clevland said. “A government for the 
people must depend for its success on the intelli- 
gence, the morality, the justice and the interest 
of the people themselves.” We must work to GET 
OUT THE VOTE in the November election. 

One of our projects this year will be to assist 
the Illinois State Medical Society with the pro- 
motion and sale of the “Medical History of 
Illinois.” 
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Our accomplishments have been many and our 
growth has been steady throughout the years. 
By working together we can continue to build 
for the future. 

Mrs. Albert Kwedar 


_ INSTITUTE ON RHEUMATIC FEVER 


La Rabida Sanitarium, Chicago, announces an 
annual institute on rheumatic fever on October 
11-15th, 1954. 

The institute will be educational in character 
and will cover the subject of rheumatic fever and 
rheumatic heart disease. It will be conducted for 
four days by members of the hospital staff, to- 
gether with others selected from the medical 
schools in this city with which the hospital is 
affiliated, and by several invited guests. It will 
be directed primarily to the general practitioner 
or family physician and to nurses, medical social 
workers, occupational therapists, dentists and 
others with a similar interest in the subject. The 
fifth day, October 15th will be devoted to a 
scientific program concluding with the Robert A. 
Black lecture on rheumatic fever. 

Advance registration will be required for those 
who wish to attend the entire five-day session. 
Attendance will be open to all these groups and 
will be limited only by the size of the building 
to accommodate those who attend. Visitors to in- 
dividual sessions will be admitted by card on 
previous application. 

Further information will be supplied by cir- 
cular or application to INSTITUTE LA 
RABIDA SANITARIUM East 65th St. and 
South Shore Drive Chicago 49, Illinois. 


AMERICAN FRACTURE ASSOCIATION 
ANNUAL MEETING 


The annual meeting of the American Fracture 
Association will be held at the Shamrock Inn 
Hotel, Houston, Texas, October 11-14, 1954. 
This will be the 15th Annual Meeting of this 
Association which was founded in 1938. 

An innovation this year will be the open 
discussion on Tuesday, Wednesday and Thurs- 
day, of any subject on the previous days program. 
Physicians intending to be present at this meet- 
ing are requested to bring their slides and case 
histories of interesting cases. 

An interesting four day program has been 


~ 


229 


y 
is 
n 

i 
: 


arranged to be of interest to physicians interested 
in any type of fracture work. On Monday, there 
will be round table luncheon discussions, each 
limited to 20 physicians, tickets to be issued at 
the registration desk. 

For the complete program, write to H. W. 
Wellmerling, M.D., Secretary-General, the Amer- 
ican Fracture Association, Bloomington, Illinois. 


CHEST PHYSICIANS ELECT 


NEW OFFICERS 
The American College of Chest Physicians regis- 


tered 1150 physicians and guests at its 20th 
Annual Meeting held in San Francisco, Cali- 
fornia, June 17-20, 1954. This was the largest 
registration of any of the previous College meet- 
ings held on the west coast. 

The following officers were elected for the 
year 1954-1955: President—William A. Hudson, 
Detroit, Michigan; President-Elect—James H. 
Stygall, Indianapolis, Indiana; First Vice-Presi- 
dent—Herman J. Moersch, Rochester, Minne- 
sota; Second Vice-President—Burgess L. Gor- 
don, Philadelphia, Pennsylvania; Treasurer— 
Charles K. Petter, Waukegan, Illinois; Assistant 
Treasurer—Albert H. Andrews, Jr., Chicago, 
Illinois; Chairman, Board of Regents-Donald 
R. McKay, Buffalo, New York; eae 
C. Aven, Atlanta, Georgia. : 

Dr. Otto L. Bettag of Chicago is a ag 
the District and Dr. Darrel H. Trumpe of 
Springfield is Governor for the state of Illinois. 

The 21st Annual Meeting of the College will 
be held in Atlantic City, New Jersey, June 2-5, 
1955 


FELLOWSHIPS IN PREVENTIVE 
MEDICINE TRAINING 


To increase the number of well-trained teach- 
ers in the field of preventive medicine, the Na- 
tional Foundation for Infantile Paralysis is now 
offering a limited number of senior fellowships 
to physicians interested in study and research in 
the teaching of preventive medicine. This is a 
new effort to bring support to this field. 

The program of study may be undertaken at 
an approved school of public health or in a de- 
partment of preventive medicine of an approved 
medical school. 

Fellowships will be awarded for one or more 
years, with stipends ranging from $4,500 to $7, 


000 a year, depending upon marital status and 
number of dependents. 

The fellowships will be awarded only to grad- 
uate physicians in good health who are United 
States citizens or applicants for citizenship, have 
completed at least one year of internship in an 
approved hospital and have had not less than two 
years of additional training and experience, in- 
cluding some teaching responsibility, in one of 
the specialties related to preventive medicine. 
Candidates are selected on a competitive basis by 
the Clinical Fellowship Committee of the Na- 
tional Foundation for Infantile Paralysis. 

Each recipient of a fellowship must have the 
intention of teaching preventive medicine in the 
United States or its territories after completing 
his studies. 

Fellowship applications are accepted any time 
during the year, but are activated only after 
Committee action. Applications received by Sep- 
tember 1 are considered about November 1; those 
received by December 1 are considered prot 
February 1; and those received by March 1 are 
considered on or about May 1 

For further information address the National 
Foundation for Infantile Paralysis, Division of 
Professional Education, 120 Broadway, New 
York 5, N. Y. 


DERMATOLOGICAL PRIZE ESSAY 
CONTEST 


The American Dermatological Association is 
again offering a series of prizes for the best essays 
submitted for original work, not previously pub- 
lished, relative to some fundamental aspect of 
dermatology or syphilology. Cash prizes will be 
awarded as follows: Five hundred dollars, three 
hundred dollars and two hundred dollars for 
first, second and third place, respectively. 

Manuscripts typed in English with double 
spacing and ample margins as for publication, 
together with illustrations, charts, and tables, all 
of which must be in triplicate, are to be sub- 
mitted not later than November 15, 1954. The 
manuscripts should be sent to Dr. J. Lamar Cal- 
laway, Secretary, American Dermatological As- 
sociation, Duke Hospital, Durham, North Caro- 


lina. Those which are incomplete in any of the 7 


above respects will not be considered. 
The results will be announced prior to January 
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1, 1955, and papers not winning a prize become 
the authors’ property and will be returned 
promptly. 

The candidate winning first prize may be in- 
vited to present his paper before the annual meet- 
ing of the Association with expenses paid in addi- 
tion to the five hundred dollar prize. Futher in- 
formation regarding this essay contest may be 
obtained by writing to the Secretary. 


CRIMINAL RESPONSIBILITY AND 
PSYCHIATRIC EXPERT TESTIMONY 
“Criminal Responsibility and Psychiatric Ex- 


pert Testimony” is the most recent report issued 
by the Group for the Advancement of Psychiatry 
(GAP). It is a concise and instructive statement 
about some of the difficulties of certain pro- 
cedural practices in the field of criminal re- 
sponsibility and mental illness. The report makes 
specific recommendations aimed at removing 
barriers to realistic psychiatric testimony. This 
report has ethical implications for other health 
and welfare personnel, including doctors, psy- 
chologists, and social workers. 

Copies of the report (25c) are available from 
GAP, 3617 West Sixth Avenue, Topeka, Kansas. 


ORAL DIURETIC 


Xanthines and organic mercurials and com- 
binations of these have been the subjects of our 
clinical investigations of diuretics during the 
past 20 years in Galveston. At first we were in- 
terested in getting more effective diuretics, but 
we emphasized the need for less toxic diuretics. 
Novasural, Salyrgan, and combinations with 
xanthines such as Mercupurin, Mercuphyllin, 
Mercuhydrin, and Esidrone were followed occa- 
sionally by fatal toxic effects on the heart muscle. 
A sulfhydryl (monothiol) group then was added 
and Thiomerin was first released to us. Thio- 
merin was found to be nontoxic, so nonirritating 
that it could be injected deep, subcutaneously, 
and able to produce a brisk diuresis. A host of or- 
ganic mercurial diuretics were developed for eas- 
ier administration subcutanously, by rectum, and 
orally, but most of these have produced toxic 
or irritating side reactions and were inconstant 
in effect or unsatisfactory. Most of them have 
fallen into disuse, and many have been discarded. 

We have always recognized that there has been 
a definite need for a safe and effective oral 
diuretic preparation. We were happy to have 
}D. Dale Archer, M.D., and Rutledge Howard, 
M.D., of the Clinical Research Division of 
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Lederle Laboratories come to Galveston and sub- 
mit to us their new physiologic, oral, nontoxic, 
active, nonmercurial diuretic, Diamox, for clini- 
cal investigations. Previous studies had estab- 
lished the fact that this carbonic anhydrase in- 
hibitor offered a different and safer approach to 
the blocking of the reabsorption of sodium 
through the renal tubular epithelium than that 
accomplished by organic mercurials. 

In a study of 34 hospitalized and 23 outclinic 
patients, the new oral, nonmercurial diuretic, 
Diamox, was found to produce profuse occasion- 
ally, but usually moderate diuresis after 500 mg. 
every eight hours for 3 doses and then 500 mg. 
daily. A daily reproducible diuresis for six to 
eight hours after the routine single daily dose 
of 500 mg. was produced. Diamox seemed to act 
physiologically. 

We have found that Diamox usually is well 
tolerated, orally effective over relatively short 
periods of time, physiologically active, nonirritat- 
ing, nontoxic, and with no significant side effects. 
On the other hand, the oral and rectal mercurial 
diuretics are and may be potentially dangerous, 
often irritating, and inconstant in action. George 
R. Herrmann, M.D., et al. DIAMOX. Texas J. 
Med. April 1954. 
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DEATHS 


Mark P. Abrams, Chicago, who graduated at St. 
Louis College of Physicians and Surgeons in 1919, died 
July 20, aged 68. He was a member of the staffs of 
Alexian Brothers, American and North Chicago Hos- 
pitals, 


John A. Bauer, Germantown, who graduated at # 


Beaumont Hespital Medical College, St. Louis, in 1897, 
died July 15, aged 80. He joined the Clinton County 
Medical Society in 1899 and was a member of the 
“Fifty Year Club” of the Illinois State Medical So- 


ciety. 


Viola Bandy Beck, Oakland, who graduated at the 
College of Physicians and Surgeons of Chicago, School 
of Medicine of the University of Illinois, in 1903, died 
June 4, aged 79. She was a member of the Illinois State 
Medical Society. 


James Eterno, Chicago, who graduated at Loyola 
University School of Medicine in 1916, died June 3, 
aged 59, 


Bellenden Seymour Hutcheson, Cairo, who graduated 
at Northwestern University Medical School in 1906, 
died April 9, aged 70, of cancer of the pancreas. He 
was a member of the Illinois State Medical Society. 


Edward Leroy Jackson, Maywood, who graduated at 
Rush Medical College in 1939, was found dead in River 
Forest, June 14, aged 46. He was a member of the 
Illinois State Medical Society and affiliated with West 


NEWS OF THE STATE 


Suburban Hospital in Oak Park and Illinois Research 
Hospital in Chicago. 


William A. Knoop, Chesterfield, who graduated at 
Northwestern University Medical School in 1905, died 
July 6, in the Carlinville Area Hospital, aged 73. He 
was a member of the Illinois State Medical Society. 


Thomas S. McCleery, Hazel Crest, who graduated 
at the Chicago Medical School in 1936, died July 26, 
aged 54. He was a member of the Illinois State Medical 
Society and of the medical staff of the Illinois Central 
Railroad. 


Leslie Dutcher Smith, Chicago, who graduated at the 
College of Medicine and Surgery (Physio-Medical), 
Chicago, in 1904, died in the American Hospital, June 
20, aged 77, of coronary thrombosis. 


Oliver Isaiah Statler, Huntley, who graduated at 
Rush Medical College in 1906, died April 20, agted 74. 
He was a member of the Illinois State Medical Society 
and on the staffs of the Sherman and St. Joseph’s 
Hospitals, Elgin. 


Otto Francis Wellenreiter, Danville, who graduated 
at Georgetown University School of Medicine, Wash- 
ington, D. C., in 1901, and was also a graduate in 
pharmacy, died June 14, aged 80. He was a member of 
the Illinois State Medical Society and on the staffs of 
St. Elizabeth and the Lake View Hospitals, Danville. 


Nicholas Wolman, Chicago, who graduated at the 


Chicago College of Medicine and Surgery in 1911, 
died June 11, aged 78, of chronic myocarditis. 
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incidence incidence of 
liver , blood lipid 
dysfunction | abnormalities 


suggested 
condition — therapy 
Methischol plus 
balanced low 
calorie diet. 


frequent 


obesity 


frequent 


frequent Methischo! as 
++ + | adjunct to diet. 


Insulin as necessary. 


diabetes frequent 


Methischol and high 
protein, low fat diet. 


frequent | 


frequent 


= 


atherosclerosis 


frequent Methischol as adjunct 
ao to high protein, 
low fat diet and 
specific therapy. - 


alcoholism frequent =| frequent Methischol plus 
high protein diet. 
| | the complete 


frequent 


coronary 
disease 


lipotropic 
therapy 


... because it provides vitamin Biz 
and liver fractions in addition to 
choline, methionine and inositol. 


...helps normalize liver function, 
increase phospholipid turnover, 
reduce fatty deposits, and stimulate 


the suggested daily 
therapeutic dose of 
9 capsules or 

3 tablespoonfuls of 
Methischol provides: 


regeneration of new liver cells... 
.-..-helps reduce elevated choles- 


Choline Dihydrogen 


terol levels and chylomicron ratios Citrate* 2.5 Gm. 
towards the normal, and aids in dl, Methionine 1.0 Gm. 
achieving normal fat metabolism. inesitel 0.75 Gm. 

Vitamin Biz 18 mcg. 


higher 
Liver Concentrate and 
Desiccated Liver** 0.78 Gm. 


for samples and 
detailed literature write *Present in syrup as 1.15 
Gm. Choline Chloride - 
U. Ss. Vitamin corporation **Present in syrup as 1.2 
Gm. Liver Concentrate 


casimir funk labs., inc. (affiliate) 
250 E. 43 St. « New York 17, N.Y. 
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agent in internal 


medicine 


¢Allays agitation 
_and apprehension (non- 
soporific sedation) 


@ In the majority of hypertensives, 
Serpiloid lowers tension, tran- 
quilizes, relieves associated 


symptoms 


@ In the normotensive, it does not 
lower blood pressure signifi- 
cantly 


®@ No contraindications 


© For long-term use, virtually free 
from side actions 


© Simple dosage . . . One tablet 
(0.25 mg.) t.i.d. 


Clinical samples on request. 


BOOKS RECEIVED 


The following books have been received for reviewing, and 
are herewith acknowledged. This listing should be consid- 
ered as a sufficient return for the courtesy of the sender. 
Books that appear to be of unusual interest will be reviewed 
as space permits each month. Readers desiring additional 
information relative to books listed, may write the Editor who 
will gladly furnish same promptly. 


HANDBOOK FOR THE MEDICAL SECRETARY—Third Edi- 
tion. By Miriam Bredow, Dean of Women, Eastern 
School for Physicians’ Aides, New York City. Gregg 
Publishing Division, McGraw Hill Book Company, 
Inc. 

ArT AND PRINCIPLES OF ANESTHESIA—A Practical 
Guide. By Phyllis A. Roberts, R.N., Anesthetist, 
Green County Hospital, Jefferson, Iowa, in collabora- 
tion with L. C. Nelson, M.D., Surgeon, Greene 
County Hospital, Jefferson, Iowa. Northland Press, 
Saint Paul, Minnesota, 1954. 

CONNECTIONS OF THE FRONTAL CoRTEX OF THE Mon- 
KEY.By Wendell J. S. Krieg, Professor of Anatomy, 
Northwestern University Medical School. Illustrated 
by the author. Charles C. Thomas, Publisher, Spring- 

fieid, Illinois. $10.50. 

ULTRASONIC AND ULTRASHORT WAVES IN MEDICINE. 
By Johanna M. VanWent, M.D., Director Institute 
for Physician Medicine and Rheumatism, Amsterdam. 
Introduction by Kenneth Phillips, M.D., F.A.C.P., 
Director, Parkway Medical Clinic, and Dept. Physi- 
cian Medicine, Jackson Memorial Hospital, Miami, 
Florida. Elsevier Publishing Company, Amsterdam, 
Houston, London, New York, 1954. $9.00. 

LecTURES ON GENERAL PaTHOLOGY. Delivered at the 
Sir William Dunn School of Pathology, University 
of Oxford. Edited by Sir Howard Florey, Professor 
of Pathology. 733 illustrated. W. B. Saunders Com- 
pany, Philadelphia, London, $13.00. 

EMERGENCY ‘TREATMENT AND MANAGEMENT. By 
Thomas Flint Jr., M.D., Director, Division of In- 
dustrial Relations, Permanente Medical Group, Oak- 
land and Richmond, Calif. Chief, Emergency De- 
partment Permanente Medical Group, Kaiser Founda- 
tion Hospital, Richmond, California. 303 pages. W. B. 
Saunders Company, Philadelphia and London, $5.75. 


CaNcER: Race and Geography. Some etiological, en- 
vironmental, ethnological, Epidemiological, and Sta- 
tistical Aspects in Caucasoids, Mongoloids, Negroids, 
and Mexicans. By Paul E. Steiner, Ph.D., M.D., 
Professor of Pathology, The University of Chicago, 
Chicago, Illinois. The Williams & Wilkins Company, 
Baltimore, 1954. $5.00. 


Heart: A Physiologic and Clinical Study of Cardio- 
vascular Diseases. By Aldo A. Luisada, M.D., Asso- 
ciate Professor of Medicine and Director, Division 
of Cardiology of The Chicago Medical School, under 
a Teaching Grant of the National Heart Institute; 
U. S. Public Health Service. With a foreword by 


(Continued on page 58) 
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At last, the many advantages of intramuscular 
administration of a broad-spectrum antibiotic have been 
fully realized. ACHROMYCIN, since its recent introduction, 
has been notably effective in oral and intravenous 
dosage forms. Now, after clinical testing, it is definitely 
proved highly acceptable for intramuscular use. 


IMMEDIATE absorption and diffusion 
PROMPT CONTROL of infection 
CONVENIENT for the physician 

NO UNDUE DISCOMFORT for the patient. 


This new intramuscular form widely increases the 
usefulness of ACHROMYCIN, the broad-spectrum 
antibiotic of choice. 


ACHROMYCIN Intramuscular is available in 
vials of 100 mg. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid company Pearl River, New York 
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BOOKS RECEIVED (Continued) 


Herrman L. Blumgart. Second Edition. The Williams 
& Wilkins Company, Baltimore, 1954. $15.00. 

PLANNING FLoripa’s HEALTH LEADERSHIP. Volume 1; 
Medical Center Study Series. Edited by Louis J. 
Maloof. University of Florida Press, Gainesville, 
Florida. $1.50. 

MEDICINE For Nurses. By W. Gordon Sears, M.D., 
(London) M.R.C.P. (London) Physician superin- 
tendent, Mile End Hospital, London, Examiner to 
the General Nursing Council for England and Wales. 
Sixth Edition. Edward Arnold Publishers LTS, 
London. $4.00. 

LECTURES ON THE SCIENTIFIC BAsIs OF MEDICINE. Vol- 
ume 11, 1952-1953. University of London, The Ath- 
lone Press, 1954. Distributed in U. S. A. by John de 
Graff, Inc., 64 W. 23rd Street, N. Y. 10, N. Y. $6.00. 

Ler’s Eat Ricut to Keep Fir — A practical guide to 
nutrition designed to help you achieve good health 
through proper diet. By Adelle Davis, A.B., M.S.. 
consulting nutritionist. Harcourt, Brace and Com- 
pany, New York. $3.00. 

Tue Doctor Writes — an anthology of the unusual in 
current medical literature. Edited by S. O.-Waife, 
M.D., F.A.C.P., Grune & Stratton, New York, 1954. 


$3.75. 


Wuy WE Became Doctors. Edited by Noah D. Fab- 
ricant, M.D., Grune & Stratton, Inc., 381 Fourth 
Avenue, New York 16, New York. $3.75. 

THE PERMANENT REVOLUTION IN ScIENCE. By Richard 
L. Schanck, Chairman, Department of Sociology 
Bethany College Lecturer, Carnegie Institute o: 
Technology. Philosophical Library, New York. $3.00. 

Isoropic TRACERS — a theoretical and practical manua: 
for biological students and research workers. By G 

-E, Francis, Reader in biochemistry, St. Bartholo- 
mew’s Hospital Medical College, W. Mulligan, senior 
lecturer in biochemistry, Glasgow Unversty Veter- 
inary School and A. Wormall, professor of bio- 
chemistry, St. Bartholomew’s Hospital Medical Col- 
lege — with a foreword by G. Hevesy. The Athlone 
Press, University of London, 1954. $7.00. 


The present trend toward providing treatment 
and supervision in the home for a relatively 
longer period of the tuberculosis patient’s illness 
is creating some important problems. It makes 
close coordination among all professional per- 
sonnel involved—physicians, nurses, social work- 
ers, rehabilitation workers, and others—even 
more important than before. James E. Perkins, 
M.D., NTA Bulletin, May, 1954. 


Established 1907 


(Operated on a non-profit basis) 


FOR THE TREATMENT OF TUBERCULOSIS 


AND OTHER CHRONIC CHEST DISEASES 


NAPERVILLE, ILLINOIS 


30 miles from Chicago 


Ideally situated—beautiful landscaped 
surroundings—modern buildings and 
equipment. A-A rating Illinois State Health , 
Department. Fully approved by the Joint 
Commission on Accreditation of Hospitals. 
Active Institutional member of the 
American and Illinois Hospital Associations. 


Jerome R. Head, M.D., Chief of Staff. 


Delbert Bouck, Administrator. 


For detailed information telephone Naperville 450 
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A NEW EXPERIENCE 


Ravwwrme—a new experience in serenity 
and pleasant confidence for the depressed 
and melancholy, the dispirited and frus- 
trated patient. 

The contained Rauwiloid not only 
creates the feeling of serenity but also 
largely prevents the cardiac pounding, 
tremulousness and insomnia so often pro- 
duced by amphetamine alone—and without 
the use of barbiturates. 


In obesity, the appetite-suppressing effect 


of amphetamine can be maintained for long 
periods, and the feeling of deprivation is 
averted. 

Rauwidrine combines 1 mg. of Rauwiloid 
with 5 mg. of amphetamine in one slow-dis- 
solving tablet. 


For mood elevation, usual initial dosage, 
1 to 2 tablets before breakfast and lunch. 


For obesity, 1 or 2 tablets 30 to 60 min- 
utes before each meal. 


Physicians are invited to send for clinical test samples. 


LABORATORIES, INC. 
LOS ANGELES 48, CALIFORNIA 
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INTERVERTEBRAL DISK 


One of our greatest handicaps in the under- 
standing and treatment of intervertebral disk 
lesion, both in teenagers and adults, is our 
limited knowledge of the cause of disk degen- 
eration in normal intervertebral disks, none of 
which has been definitely accepted by ortho- 
pedists. Because of the activity of both boys and 
girls in the teenage group, it is quite common 
to attribute any progressive degenerative condi- 
tion to repeated trauma. In spite of the fact 
that several of our intervertebral disk cases in 
teenagers have been in association with athletic 
participation, we are rather impressed with the 
fact that the amount of precipitating trauma 
in this age group is rather slight. All of us 
have seen a great many cases of low back pain 
in the teenage group which may have been associ- 
ated with some minimal type lifting injury or 
athletic injury, which would give marked diffi- 
culty for ten days or two weeks, and ~would 
improve spontaneously on bed rest and sympto- 
matic treatment. A great many of these cases 
have a tendency to recur periodically but never 


reach the point of becoming bad enough to justify 
a spinogram or intensive follow-up. I feel that 
in many of these cases there is progressive disk 
degeneration which perhaps represents the early 
phase in the large number of adult patients 
whose X-rays show long standing disk degenera- 
tion. A high percentage of these back com- 
plaints in teenagers respond well to sympto- 
matic treatment, including well fitting, wide 
lumbosacral belts. Certainly this age group, 
as well as adults, should have a long period of 
conservative management before laminectomy is 
considered. All of our patients who eventually 
require laminectomy were first given an extended 
period of initial bed rest, heat, sedation, and 
support. If, after the period of rest and con- 
servative treatment there has been no improve- 
ment or insufficient improvement to allow re- 
turn to activity, further work-up is necessary. 
We feel that a spinogram is indicated in all 
these patients to more accurately localize the 
Tesion and eliminate the possibility of an un- 
recognized double disk. D. R. Lannin, M.D., 
Intervertebral Disk Lesions in the Teenage 
Group. Minnesota Med., Feb. 1954. 


QUADRINAL TABLETS CONTAIN FOUR 


DRUGS, EACH SELECTED FOR ITS 
PARTICULAR EFFECT IN CHRONIC 
ASTHMA AND RELATED ALLERGIC 
RESPIRATORY CONDITIONS. 


Quadrinal, Phyllicin. Trademarks E. Bilhuber, Ine. 


R ¥%2 or 1 Quadrinal Tablet every 
3 or 4 hours, not more than 
three tablets a day. 


Each Quadrinal Tablet contains ephe- 
drine hydrochloride % gr. (24 mg.), 
phenobarbital % gr. (24 mg.), Phyllicin 
(theophylline-calcium salicylate) 2 gr. 
(120 mg.), and potassium iodide 5 gr. 
(0.3 Gm.) 


Quadrinal Tablets are marketed in boitles of 100, 500 and 1000. 
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Hospital 


Medical 

Allowances Allowances 

Increased Increased 
Office 

Surgery 


Added 


Allowances for Surgery in Doctor’s Office Added. 
: Now, for the first time, Blue Shield will provide al- 
lowances for surgery in the doctor's office for the Emergency 
following operations: Tonsillectomy and adenoidec- . 

tomy, Submucous resection, Excision of nasal or aural Accident 


| polyps, Excision of chalazion, Low ligation of varicose Allowance 
veins, Excision of anal fissure, Rectal polypectomy, 
Excision of cervical polyps, Conization of cervix, Ini- 7 ina 
tial endoscopy (including only cystoscopy, broncho- Hospital 
: scopy, esophagoscopy, gastroscopy and direct laryn- P 
goscopy),Circumcision, Suturing of wounds, Removal Added 


of foreign bodies by incision, Excision of tumors and 
cysts, Incision of abscess, and Abdominal paracentesis. 


@ X-ray Examinations and Pathology Benefits Extended 
. to provide up to $15 for X-ray pictures and also 
foe Pathology in a 90-day period, rather than the Anesthesia 
former limit of $15 per calendar year. ° 
Benefits 


@ A Number of Anesthesia Allowances 
with the maximum raised from $25 to $35. Increased 


@ Allowances. for Certain Operations Increased. The 
maximum allowance for any operation will still be 
$200, but the Schedule of Allowances in the new 
Physicians’ Handbook will give greater allowances 


for a number of operations. X rays 
@ Larger Payments for Multiple Operations. Full allow- Y 
ances will be paid for each operation, when they are Extended 
tally unrele in diff 
totally unrelated and in different parts of the body to 90-Day 


up to a total maximum of $200. 


@ Emergency Accident Allowance Added ...When Basis 
members are taken to the emergency room of a hos- 
pital following an acc&ent and this Blue Shield Plan 
provides no other benefits...they may receive.an al- 
lowance of $5 toward their doctor’s bill. Pathology 


BOARD OF TRUSTEES Extended 


Decatur— C. Elliott Bell, M.D.; 
fost St. Louis— V. P. Siegel, M.D.; fo 90-Day 


Kewanee— C. Paul White, M.D.; 
Mattoon— Joseph R. Mallory, M.D. 
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SMALL BREAST CANCERS 


Several articles in the last few years have re- 
ported instances in which cancer of the breast 
has spread to axillary lymph nodes before it 
could be felt in the breast. If an axillary lymph 
node contains carcinoma, and if the primary 
site cannot be determined on study of the patient, 
we believe that a radical mastectomy should be 
done on the involved side, even though a mass 
cannot be felt in the breast. Surgeons at the 
Hospital of the University of Pennsylvania have 
removed five breasts in the last eight years in 
such circumstances in which a small cancer was 
found at operation which could not be felt preop- 
eratively. These signs of cancer of the breast — 
discharge from the nipple, erosion of the nipple, 
edema of the skin, retraction of the skin, and 
enlargement of an axillary lymph node — occur 
infrequently in the absence of a palpable mass. 
Yet they are common enough to justify alertness 
on the part of the examining physician whe may, 
by their warning, recognize occult carcinoma of 
the breast. William T. Fitts, Jr., M.D., Occult 
Carcinoma of the Breast. Pennsylvania M. J. 
April 1954. 


ABBREVIATIONS 


A medical studen trying to perfect his technic 
in history-taking will probably not be able to 
completé a final product while listening to his 
patient. He will have to use sentence struc- 
tures in order to convey impressions. When only 
one or two individuals read the histories, scan- 
ning styles may be adopted with only one or two 
words conveying the sense of the whole sentence. 
For this, we recommend reading the book, 
“Ulysses,” not only for content but for style. 
On the other hand, the present trend toward 
using any abbreviations which may enter any 
person’s head, and which are not at all stand- 
ardized, is to be discouraged. For example, 
S.0.B. has been associated for so many years 
with a definite meaning that it cannot be estab- 
lished to mean “shortness of breath.” If abbre- 
viations are to be accepted, some standardization 
must be made. Friedrich W. Niehaus, M.D., 
Physical Diagnosis in Modern Medicine. Post 
grad. Med. April 1954, 


successful in the treatment 


of ulcerative colitis... mul dine 


1 50 Bargen reports that since 1949 ap- 
proximately 100 patients have been 
treated with Azulfidine. “The results 
have been extremely satisfactory in 
most cases.’ 


Personal communication (Apr. 
12, 1950) 


l 51 Of 119 patients treated with Azulfi- 
dine prior to 1944, 90 patients (75%) 
were symptom- -free or considerably 


improved when pyri in 1949. 


Svart: Med. Scandi- 
nav. “7951. 


literature available on request from: 


RAND OF SALICYLAZOSULFAPYRIDINE 


l ‘ y) In a series of 52 patients with chronic 
ulcerative colitis 30, or 58%, showed 
significant improvement after treat- 


ment with Azulfidine. 


Morrison, L. M.: Gastroenterol- 
ogy 21:133, 1952. 


l 5 Morrison says: “Azopyrine [Azulfi- 
dine] . . . has been effective in con- 


trolling the disease in approximately 
two-thirds of patients who had previ- 
ously failed to respond to standard 
colitis therapy currently in use.’ 


Morrison, L. M.: Rev. Gastroen- 
terology 20:744 (Oct.) 1953. 


PHARMACIA LABORATORIES, Inc. 


Executive Offices: 270 Park Ave., New York 17, N. Y., Sales Offices: 300 First St., N.E., Rochester, Minn. 
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POWDER 


acid vaginal douche 


/ \ 4 
EX [pe vaginal acid reaction is an important factor 


preserving the normal vaginal flora and in 
Bhppressing the growth of undesirable invad- 
s. It is rational, therefore, to use cleansing 


fand therapeutic applications with an acid pH. 


sgengill Powder in the standard solution 
\PH of 3.5 to 4.5, approximating the 


tio the normal, healthy vagina. 


 Massengill Powder solution provides a vag- 
douche, that is cleansing, soothing, deo- 
_dorizing, and highly useful as an adjunct in 

| the treatment\of many pathological conditions 
f of the vaginal tract producing leukorrhea. Be- 
! \. €ause the solution is nonirritating, it can be 
used for routing feminine hygiene. Its clean, 
i ee _ refreshing odor makes Massengill Powder ac- 
"5: | ceptable to the most fastidious patient. 


4 Masstngill dec contains: Boric 
} Aci Ammonium: Alum, Berberine Salt, 
- Phenol, Menthol Isomers, Thymol, Eucal- 

i : \ 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 


GENEROUS SAMPLE 
ON REQUEST 
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Something NEW 
is Cooking 


MORE INSURANCE NOW AVAILABLE 


Chink! HOW THESE AMOUNTS 


WOULD HELP IN PAYING ESTATE TAXES IN 
CASE YOU ARE ACCIDENTALLY KIELED... 


SPECIFIC BENEFITS For Loss oF SIGHT, 
IMB OR LIMBS FROM ACCIDENTAL INJURY 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omaha 2, Nebraska 


GOVERNMENT MEDICINE 


Despite the emphasis on private medicine, 
there already is a great deal of government medi- 
cine in the United States, provided both by the 
federal government and by the governments of 
the individual states which constitute the federal 
union. For our present purpose, the federal is 
the more significant. It is chiefly the threat of 
the extension of the federal medical establishment 
which has provoked the vigorous and, in my opin- 
ion, rather blind reaction of organized medicine. 
The chief difference between government medi- 
cine in Great Britain and in the United States. 
is that in the former, medicine is socialized in 
the true meaning of the term: it is owned, sup- 
ported, integrated, and operated by government. 
under a single Ministry of Health, and is availa- 
ble to and for the benefit of all people whereas: 
in the latter it is not integrated, there is no sin- 
gle ministerial control, and the services are pro- 
vided only for certain special categories of citi- 
zens. The huge medical empire of the Veterans. 
Administration is unique. Potentially affecting 
some 21 million veterans, it operates today 151. 
hospitals containing 119,400 authorized beds, 
which is eight per cent of all the hospitals in the 
United States. It offers free care in hospitals: 
to all veterans for service-connected illness and, 
when facilities are available, for nonservice-con- 
nected illness also. The growth potential of the: 
Veterans Administration’s hospital system is: 
thus unlimited. If the hospitals are not filled’ 
with service-connected cases, they fill up with 
nonservice-connected. Then, being full, if more: 
beds are needed for service-connected cases, more: 
hospitals are built. As veterans become ever 
more numerous, there is danger that private and 
voluntary medicine may become completely en- 
circled by the free (tax supported) medicine of 
the Veterans Administration. This is a far 
greater threat to the medical status quo and its: 
voluntary institutions than is compulsory health 
insurance ; but so obsessed is the American Medi- 
cal Association leadership with the desire to kill 
the latter, that it has on the whole ignored the: 
former. Indeed, some of the doctors who are 
fighting what they call “socialized medicine” are- 
serving in the Veterans Hospitals on salary with 


the greatest equanimity. Yet if there is any-. 


thing in the United States that amounts to. 


(Continued on page 74) 
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a tor Dramatic Relief from Severe 
| 


NAUSEA AND VOMITING 


“has a powerful selective effect against nausea and vomiting 

» and is effective whether given orally or intramuscularly.””? 
S.K.F.’s remarkable new drug, ‘THORAZINE’, has demonstrated clinical 
effectiveness in relieving nausea and vomiting due to various causes: 


cancer morphine 
uremia nitrogen mustards 
pregnancy broad-spectrum antibiotics 


Available at your pharmacy and hospital: 
10 mg. and 25 mg. tablets; 2 cc. ampuls (25 mg./cc.) 


~.. Friend, D.G., and Cummins, J.F.: J.A.M.A. 153:480 (Oct. 3) 1953. 


Further information available on request. 


Smith, Kline & French Laboratories, 
‘ 1530 Spring Garden Street, Philadelphia 1 


*Trademark for chlorpromazine hydrochloride, S.K.F. 
Ss Chemically it is 10-(3-dimethylaminopropyl)-2-chlorphenothiazine hydrochloride. 
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Mercy Hospital Institute 
of Radiation Therapy 
The Henry Schmitz Medical Group 


For Appointment 
Victory 2-4700, Ext. 170 or RAndolph 6-4444 


Herbert E. Schmitz, M.D., Director 
Peter A. Nelson, M.D., General Oncology 
Henry L. Schmitz, MD. Medicine 


ohn F. Pathologist 

rles J. Smith, 
Charles S. ilbert, M.D., 

William F. Cernock, Internal 


Medi 
Fred W. Eims, Physicist 


Miss Hilda Waterson, R.N. 
Helen Hansen, Social Service 


THERAPY 
DEEP X-RAY THERAPY up to 1,000 K.V. 
THERAPY 


RADIUM 
Daily Consultation at Institute 
Samer Free Dispensary— 


Tuesday at 9 a. m. 
Confgrence — J. B. Murphy Auditorium — 
Friday at 1 p. m. 


Do You Know ? 
THE SPECIAL DISABILITY PLAN 


AVAILABLE TO MEMBERS OF 


THE ILLINOIS STATE MEDICAL 
SOCIETY 


Provides Bonofits up to. . 


$5000. ACCIDENTAL DEATH AND DISMEMBERMENT 


$100. PER WEEK FOR TOTAL LOSS OF TIME as 
the result of either Sickness or Accident. 

$15. DAILY HOSPITALIZATION for up to 90 days 
as the result of either Sickness or Accident. 


Plus... 


Optional 5 Year Sickness Coverage 

No reduction in benefits because of other 
insurance 

Full benefits to age 70 at same cost 


FOR ALL THE FACTS - - - 
Write or Telephone 


PARKER, ALESHIRE & COMPANY 
175 W. JACKSON BOULEVARD 
Chicago 4, Ill. WAbash 2-1011 


GOVERNMENT MEDICINE (Cont.) 


socialized medicine, the Veterans Administra- 
tion’s medical services are it. Should they en- 
gulf most of the rest of medicine, the United 
States would end up with a situation not unlike 
Britain’s but it would have got there by default, 
not purposefully as has Britain. J. H. Means, 
M.D., Medicine And The State. Practitioner, 
Jan, 1953. 


GREGORY’S TREATMENT OF CANCER 


The treatment of cancer by John E. Gregory, 
M.D., is based on his claim that all human cancer 
is associated with the presence of a single virus, 
a possibility that no other scientist or institution 
has been able to establish. Assuming thus that 
human cancer iis an infectious process, and 
identical with a few forms of animal cancer 
known to be of viral origin, Dr. Gregory claims 
fo have developed a vaccine and more recently 
to have discovered an antibiotic (Gregomycin) 
effective in the treatment of human cancer. The 
evidence accumulated by the Cancer Commission 
of the California Medical Association lends no 
support to these claims, either as to the role of 
a viral agent in the production of human cancer 
or as to any established value for Dr. Gregory’s 
methods of treatment. In January, 1953, Dr. 
Gregory informed representatives of the Com- 
mission that he had treated about 100 cases of 
cancer and that “20 per cent have cleared up.” 
Several months later the Commissiion had found 
a total of 82 death certificates from three cities, 
signed by Dr. Gregory or his assistants, on which 
the cause of death was stated as cancer. With 
one possible exception, probably due to natural 
remission, members of the Commission could 
find no objective clinical or pathologic evidence 
of real control of cancer by the Gregory method 
of treatment alone. In common with other 
noncurative agents, notable subjective improve- 
ment is apparent in some patients. Laboratory 
tests by qualified consultants indicate that Grego- 
mycin has no antibiotic or antiviral activity, 
and that it fails completely to control certain 
animal neoplasms and types of leukemia which 
respond readily to chemotherapeutic agents of 
some established value. Notices & Reports, The 
Treatment of Cancer by John E. Gregory, M.D., 
California Med. April 1954. 
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new 


Anti-inflammatory and anti-infective 
management of dermatologic conditions 


Cortril 


brand of hydrocortisone 


topical ointment 


rramycin’ 


brand of oxytetracycline 
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hydrochloride 


because local anti-infective action is so often essential 
in combating superimposed secondary infection... 


because anti-inflammatory action is so often essential for 
rapid symptomatic relief during anti-infective therapy... 


This exclusive product contains the most consistently 
effective, anti-inflammatory hormone, CORTRIL—with 

the widely accepted, broad-spectrum antibiotic, TERRAMYCIN— 
in an elegant, easily applied ointment base. 


supplied: 42-oz. tubes; 10 mg. corTRIL (hydrocortisone) and 
30 mg. TERRAMYCIN (oxytetracycline hydrochloride) per Gm. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 


Brooklyn 6, New York 


75 


a- 
n- 
ce 
t, 
8, 
r, 
= 


Established 1901 
Licensed by State of Illinois 


225 Sheridan Road 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 
NERVOUS and MENTAL DISORDERS 


ALCOHOLISM and DRUG ADDICTION 
Modern Methods of Treatment 


MODERATE RATES 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


Fully Approved by the 
American College of Surgeons 


Winnetka 6-0211 


COSTEFF SANITARIUM 
Mental and Nervous Disorders 
Alcoholism and Drug Addiction 
® SHOCK TREATMENT (Insulin, Metrazol 
Electro-shock) administered in suitable 
cases 
® ARTIFICIAL FEVER THERAPY 
Home like environment, individual 
attention. MODERATE RATES. 


Licensed by the State of Illinois 
HARRY C OSTEFF, M. M. D., Medical Director 
1109 NO. MADISON AVE., PEORIA, ILL. 
Phone 4-0156 Literature on request. 


PAINT on A 4 
USE THUM IN STUBBORN #2 
THUMB-SUCKING CASES TOO... 


FAIRVIEW 


Sanitarium 


@ Electro-Shock 
@ Electro-Narcosis 


Phone Victory 2-1650 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


Specializing in Psycho-Therapy, and Physiological therapies including: 
Out Patient Shock Therapy Available 
ALCOHOLISM Treated by Comprehensive Medical-Psychiatric Methods. 


2828 S. PRAIRIE AVENUE, CHICAGO 16 J. DENNIS FREUND, M. D., Medical Director 


Registered by the American Medical Assn. 


A NEW APPROACH TO 
ABSENTEEISM 


Are some of your employees puzzled and 
bothered by the cheating of others who spend 
sick leave time hunting, fishing, and vacationing 
— no matter how much they are needed at work ? 
Here’s an idea that may prove useful in correct- 
ing the situation. The Northwest Plumbing & 
Heating Supply Company, Detroit, found that 
some employees would use up their whole 40 
hours’ sick leave early in the year, while the 
more loyal and conscientious ones would not take 
off unless they actually were sick. As a result, 
the employees who were on the job every day in 
effect got 40 hours’ less pay than others less 
diligent. Accordingly, starting last year, the com- 
pany advised all employees under union contract 
that they would be paid in cash, the week before 
Christmas, for any unused sick leave to their 
credit. This gimmick — which actually costs the 
company very little — has proved to be so suc- 
cessful in reducing unnecessary absence that this 
year it is being extended to office employees. 
“Some workers who formerly stayed home if they 


@ Insulin Shock 
@ Carbon Dioxide Therapy 


Illinois Medical Journal 


for 


J 
| 
it t 
Ads 
feel 
cor 
teei 
Ma 
Hil 
spe 
anx 
ing 
iNDICATE HUM psy 
el) 
ne 
rec 
| for 
j Tat 
An 
76 = 


JACKSONVILLE, ILLINOIS 


Address 
Communications 


IhheNORBURY SANATORIUM 


INCORPORATED and LICENSED 


For the Treatment of Nervous and Mental Disorders 


FRANK GARM NORBURY, M.D., Medical ‘Director 
HENRY A. DOLLEAR, M.D., Superintendent 
FRANK B. NORBURY, M.D., Associate Physician 


THE NORBURY SANATORIUM, Jacksonville, Illinois 


nad the slightest headache now manage to make 
it to work every day of the year,” says Kenneth 
Adams, company administrative director. “We 
feel that the extra expense has been more than 
compensated for by reducing unexpected absen- 
teeism. News, Comment, Opinion. Indust. Med. 
May 1954. 


HIDDEN EMOTIONAL ORIGINS 

The physician should constantly ask himself 
speculative questions as to the hidden source of 
anxiety, the defensive purposes, and the underly- 
ing desperate psychological needs which enter 
into preoccupation with health. Although this 
may not help much in a reliable solution of the 
psychopathology, such a dynamically oriented ap- 
proach can help dissipate the frustration and 
helplessness of the physician. It is eminently 
more constructive in so far as the patient is 
concerned. Also, when the physician has some 
recognition of *the hidden emotional origins of 
hypochondriacal symptoms, it is hardly possible 
for him to retain much prejudice. Henry P. 
Laughlin, M.D., Overconcern With Health. M. 
Ann. District of Columbia, March 1954. 


DOCTOR! me approve the 
s 
Comfort, Cleanliness, 
Convenience 


at Bee Dozier's 3 Sanitariums for 


Aged, Chronic, Senile, Convalescent 
Patients. 


Hickory Hill, 
Maple Hill Palatine 


Charming, healthful rural locations conveniently 

situated, 24 hour care by trained nurses and order- 

lies, tempting food and supervised diets all con- 

tribute to your patient's well-being or recovery. 
18 years of experience. 


ONE rate covers EVERYTHING. There 
are NO extras. 


Bee Dozier invites your inspection. Write Box 
288, Lake Zurich, IIl., or Phone 466! 


ELIXIR BROMAURATE 
In 


whooping 


cough 
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iS A UNIQUE REMEDY OF UNIQUE MERIT 
Cuts short the period of illness and relieves the distressing spasmodic 
cough. Also valuable in Bronchitis and Bronchial Asthma. 


In four-ounce original bottles. A teaspoonful every 3 to 4 hours. 
Prescribed by Thousands of Doctors 
GOLD PHARMACAL CO. 


NEW YORK CITY 
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EXERCISE FOR PARKINSON’S 
DISEASE 


Because of its slow progression, Parkinson’s 
syndrome usually is more of a problem in the 
older age group. Occasionally it begins in old 
age, probably in association with degenerative 
disease of the central nervous system. As the 
disease is unrelentingly progressive in character, 
results of physical therapy are decidedly limited. 
On the other hand, omission of certain measures 
may lead to greater disability than is necessary. 
Certain types of exercises can be considered to be 
of some preventive value in lessening the degree 
of motor disability of these unfortunate patients. 
We have found passive stretching exercises for 
flexion contractures of the trunk and the extrem- 
ities to be of some value if performed systemati- 
cally and regularly. These may be combined with 
some active strengthening exercises of the ex- 
tensor muscle groups, always keeping within 
limits of fatigue. We know, however, that power 
developing exercises alone will not prevent the 


characteristic deformities. Special attention 
should be taken to maintain maximum chest ex- 
pansion through breathing exercises and stretch- 
ing of pectoral muscles. This type of exercise 
may be combined with relaxation technics to help 
reduce rigidity and, in many cases, tremor. 
Arthur L. Watkins, M.D., Geriatrics, May 1954. 


Perhaps the most vital contribution made by 
the good tuberculosis sanatorium today, and not 
always clearly recognized, is the education of 
the patient. The patient who is put to bed in 
a sanatorium is first given encouragement and 
hope; in addition, he is taught respect for a re- 
lapsing and contagious disease, a respect made 
necessary by the undue optimism generated, in 
particular, by the lay press. Day after day physi- 
cian and nurse will be able to impress him, in- 
dividually and in groups, with the necessity of 
acquiescing to his disease, at least temporarily, 
and in appropriate cases, of managing his later 
life in accordance with his condition. Roger S. 
Mitchell, M.D., J.A.M.A., March 20, 1954. 


HYSOBEL 
d-Desoxyephedrine Hydrochloride.5 mg. (1/12 gr.). 
Methylcellulose.............. 0.15 Gm. (2% gr.) 
15 mg. (% gr.) 
8 mg. (¥% gr.) 


HYSOBEL NO. 2 


d-Desoxyephedrine Hydrochloride. .5 mg. (1/12 gr.) 
Methylcellulose............. : 


Supplied in Bottles of 1000, 500 and 100 Tablets 


THE ZEMMER co. 


Pittsburgh 1 


Station, 


Give them the help they need to lose the 
weight that endangers their health. 
HYSOBEL. Convenient tablets with or with- 
out thyroid and phenobarbital. 


.0.15 Gm. (2% gr.) 


Pa. 
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wherever 
Codeine + APC 
is indicated 


PERCODAN 


TABLETS* FOR PAIN 


Provides faster, longer-lasting, and 
more profound pain relief. Obtainable on 
prescription. Narcotic blank required. 


*Salts of dihydrohydroxycodeinone 
and homatropine, plus APC. 


Literature? Just write to 


ENDO PRODUCTS INC., 
Richmond Hill 18, N.Y. 
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For 
NERVOUS and MENTAL 
DISEASES 


* 


Edward Ross, M.D., Medical Director 
BATAVIA PHONE 
ILLINOIS BATAVIA 1520 


Classified Ads 


insertion, $3. 3 insertions, $8.0 

$24.00; from to 50 words: 1 

6 insertions, $20.00; 12 +E $30. 00. 
10c each; 3 insertions, 25¢ 6 insertions, 

50c each. A fee of 25c is bandh for those an who have answers 
sent care of the Journal. Cash in advance must accompany copy. 

WANTED — Physician, under 40, for partnership in large north suburban 
general practice. Possible specialization later, if desired. Jor further 
information call Miss Rechtoris at STate 2-2282. 

WANTED: Qual. gen’l. surgeon for mod. equip. 20 bed hosp. located city 
6000 Sou. West. Wisc. Lib. ry plus percentage bonus. Opp. associ- 
ate. Excel. educ. facil. Box 216 Ill. Med. Jl., 185 N. Wabash, Chicago 2. 


CAFERGOT SUPPOSITORIES 

Cafergot suppositories should be a welcome 
addition to the physician’s armamentarium in the 
treatment of the common headache of various 
types. This method of adminstration would seem 
particularly indicated where, because of nausea 
and vomiting induced by oral medication or by 
the headache syndrome itself, complete absorp- 
tion of the ergot preparation is thwarted. Con- 
traindications for the use of these suppositories 
remain the same as for other ergot preparations. 
If failures in therapy of headaches are to be 
minimized, the careful choice of patients and the 
careful and complete clinical and laboratory 
workup of the headache case cannot be overem- 
phasized. Such preliminary procedures, along 
with the proper timing of medication, will do 
much to lessen the causes for therapeutic failure, 
regardless of which drug is used. Francis J. 
Millen, M.D., Wisconsin M.J. March 1954. 


LINCOLNVIEW - 
Hospital and Sanitarium 
Springfield, Illinois 
8th & Capitol 


Albert P. Ludin, M. D., Medical Director 
MENTAL-ALCOHOLIC-ADDICTED 


Rapid Intensive Treatment 
Registered A.M.A. Licensed State of Illinois 
Phone 2-3303 © 


THE EXPECTED INCREASE IN CA 

The annual number of persons diagnosed with 
cancer is expected to increase from 530,000 in 
1953 to 753,000 in 1975. This estimated increase 
is based solely on two factors: the forecast in- 
crease in the number of persons in the United 
States, and the forecast increase in the propor- 
tion of older people in the population. Though 
the figures on the annual number of new can- 
cer cases are impressive, they do not provide an 
entire satisfactory measure of the cancer prob- 
lem. A more satisfactory measure is provided by 
estimating the probability of developing cancer 
by a specified age, or during a person’s future 
lifetime. Application of the age-specific cancer 
incidence rates observed in 10 urban areas in 
1947 to the 1950 life table revealed that roughly 
50 million people alive in 1950 can expect to 
develop cancer during their remaining lifetimes, 
and that one-third of newborn children are ex- 
pected to develop cancer during their lives. If 
cancer incidence rates and life expectancy contin- 
ue to increase, as they have in the past, a substan- 
tially larger proportion of the population may be 
expected to develop cancer. These figures indicate 
that in terms of its impact on the population of 
the United States, cancer is a major medical 
problem and promises to be a more serious prob- 
lem in the future. Sidney J. Cutler and William 
M. Haenszel, The Magnitude of the Cancer Prob- 
lem, Pub. Health Rep. April 1954. 


Treaties other problems of addiction. 


| REGISTERED BY THE AMERICAN MEDICAL ASSOCIATION — 


HOSPITAL ASSOCIATION. 
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